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Executive Summary 
On behalf of MassHealth, the Center for Health Policy and Research (CHPR) at UMass 
Medical School and the Massachusetts Health Quality Partners (MHQP) recently 
completed a pilot project to implement a MassHealth practice site-level patient 
experience survey, the 2009 MassHealth/MHQP Member Experience Survey Pilot1. This 
Pilot surveyed MassHealth managed care organization (MCO) members and Primary 
Care Clinician (PCC) Plan members to determine how they experienced care at their 
primary care practice sites. The pilot included two separate surveys, one for adults and 
one for children. The results of the surveys pointed to several important areas that 
warrant continued assessment and strategies for improvement. 
This report presents the results of in-depth analyses CHPR conducted in follow up to the 
2009 member experience survey to further investigate member perceptions of care.  The 
goals of this project were twofold. First, we examined overall response to the survey 
among MassHealth members and characteristics of members that were associated with 
either responding or not responding to the survey. Second, we explored member 
characteristics that were associated with better experiences in receiving care in medical 
practices throughout the Commonwealth of Massachusetts.  To achieve these goals, we 
merged the individual survey response data with MassHealth managed care claims and 
enrollment data. The principal aim of these analyses is to help MassHealth stakeholders 
better understand differences in member perceptions of care and to investigate 
additional opportunities for quality improvement. 
The MassHealth Member Experience Survey dataset provides useful information on   
socioeconomic status and minority status, which are either not included in claims data or 
imperfectly collected. However, much more detailed information on overall health status 
and comorbid conditions are contained in the MassHealth claims data than may be 
gleaned from the self-reported survey data. In addition, MassHealth eligibility files 
identify members who qualify for Medicaid because of disability. By combining these 
data sources (survey and claims/eligibility files), CHPR has conducted detailed analyses 
of the impact of disability, substance use disorder, mental health conditions, and other 
chronic conditions on member care experiences.  
Methods 
Described below are the data sources for the analyses and the methods used to analyze 
the data for this in-depth study.  
                                                
1 Massachusetts Health Quality Partnership (MHQP) and Center for Health Policy and Research 
(CHPR). (2009). MassHealth Member Experience Survey Pilot Project. 
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Data Sources 
Survey Data 
The MHQP patient experience surveys assess adult and pediatric patients' experiences 
with their primary care practitioners in eight distinct domains of care, each of which is 
composed of several related questions on the survey. The eight domains of care are 
grouped into two dimensions of care, as follows: 
Quality of Doctor-Patient Interactions 
 Communication (How well doctors communicate with patients) 
 Integration of care (How well doctors coordinate care) 
 Knowledge of the patient (How well doctors know their patients) 
 Health promotion (How well doctors give preventive care and advice) 
Organizational Features of Care 
 Organizational access (Getting timely appointments, care, and information) 
 Visit-based continuity (Seeing your own doctor) 
 Clinical team (Getting quality care from other doctors and nurses in the office) 
 Office staff (Getting quality care from staff in the doctor's office) 
The survey data were collected in the fall of 2008 through MHQP’s contract with the 
Center for the Study of Services (CSS). A total of 45,995 adult and child MassHealth 
managed care members were sampled. The response rate was 31.9% for adults and 
34.6% for children.  
Administrative Data 
The unique recipient identification numbers (RHNs) of members in the overall survey 
sample were used to link survey results with enrollment, claims and encounter data from 
the MassHealth Data Warehouse. These administrative data were used to create the 
independent variables for additional analyses, including demographic and clinical 
diagnoses and utilization variables, for calendar years 2007 and 2008. 
Data Analyses 
CHPR used multivariate logistic regression models to analyze the factors associated 
with survey response and experiences of care. Multivariate logistic regression is a 
statistical technique used to predict the likelihood of a discrete outcome (that is, whether 
an event will or will not occur) from two or more explanatory variables. 
 
Dependent Variables 
Survey response: CHPR employed multivariate logistic regression models to analyze the 
probability of survey response among members who were selected for the survey. The 
dependent variable was ‘individual survey response’, that is, whether an individual who 
was sent a survey responded to the survey or did not respond to the survey. 
 
Care experiences: CHPR employed logistic regression models to analyze factors 
associated with care experiences. The dependent variable was the care experience 
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rating reported by survey respondents. To facilitate logistic regression analyses, data on 
individual care experiences were transformed from composite scales (with values 
derived from 6 ordered categories reflecting different gradations of experience from very 
bad to very good) to simple categorical variables (with values of 0 or 1 to indicate ‘better’ 
vs. ‘worse’ care). CPHR then examined the likelihood of receiving better care for patients 
with particular characteristics. 
 
Independent Variables 
The following independent variables were used in the models for both survey response 
and care experiences: total days enrolled in MassHealth, age, gender, race/ethnicity, 
primary language spoken, disability status, overall illness burden, mental health 
disorders, substance use disorders, degenerative brain conditions/developmental 
disability, pregnancy, smoking status, domestic violence, health care utilization (number 
of ambulatory care visits, one or more emergency department (ED) visit, and one or 
more hospitalization), provider type, residential county and MassHealth managed care 
plan. Detailed information for each independent variable is provided in the methods 
section of the main report. 
The independent variables were examined for calendar years 2007 and 2008 in order to 
provide information on the period just before and concomitantly with the survey recall 
period. 
Results 
CHPR’s in-depth analyses of the member experience survey data produced significant 
findings on the relationships between individual member characteristics, survey 
response, and member perceptions of care. This section discusses the key results for 
adults and children separately. 
Adults 
Survey response 
The probability of responding to the survey increased with age. Male members were less 
likely to respond, compared to female members. Compared to white, non-Hispanic 
members, Black and Hispanic members were less likely to respond. English- and 
Spanish-speaking members, compared to members who spoke languages other than 
English or Spanish, were more likely to respond. 
Controlling for overall illness burden (CDPS), age, and other member characteristics, 
members with a diagnosis of a substance use disorder were less likely to respond than 
members without a diagnosis. Also, members with a diagnosis indicating domestic 
abuse were less likely to respond than those without a documented domestic abuse 
history. 
Women who were pregnant during the timeframe were less likely to respond than those 
who were not pregnant. Members who had one or more visits to the emergency 
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department (ED) were less likely to respond than those who had not visited an ED. 
However, members with more ambulatory care visits were more likely to respond. 
Patient characteristics associated with care experiences 
Disability and chronic conditions. Members who received MassHealth on the basis of 
disability were significantly more likely than others to report positive experiences with 
health promotion and office staff. These members, as well as members with a higher 
than average illness burden (CDPS), were also more likely to report that their doctor was 
informed and up to date about care received by specialists, suggesting that coordination 
of care was more consistent for these groups. 
Demographics. Older respondents were generally more likely to have a favorable 
response to most composites and questions. Male respondents were more likely than 
female respondents to report positive experiences with the office staff and clinical team, 
and to simultaneously recommend and rate their doctor highly. 
There were significant differences in response based on race/ethnicity. Black and 
Hispanic respondents reported more positive experiences with provider communication 
than white respondents, and were more likely to simultaneously recommend and rate 
their doctor highly. Hispanic respondents were more likely than white respondents to 
favorably report their doctor’s knowledge of them as a patient. Those with a race other 
than black or Hispanic were significantly more likely than whites to assess their 
experiences negatively with office staff. 
Respondents whose primary language was English or Spanish reported better access 
than respondents who spoke a language other than English or Spanish. Spanish 
speakers reported more positive experiences with the clinical team compared to 
respondents who spoke a language other than English or Spanish. 
Mental illness and substance use disorders. Being diagnosed with a mental health or a 
substance use disorder had a significant association with member response on many 
survey composites and questions, although the direction and magnitude of the effect 
varied. In particular, respondents with a major depression diagnosis were less likely to 
report favorable responses on most of the composite questions, and respondents with a 
schizophrenia disorder were less likely to report favorable responses on the knowledge, 
health promotion and clinical team composite questions. Respondents with major 
depression and schizophrenia were also less likely to simultaneously recommend or rate 
their doctor highly. 
As one would expect, respondents with any mental health or drug use/dependency 
diagnosis were more likely to report receiving counseling or treatment for a family 
problem, including drug or alcohol use. Respondents with a diagnosis of drug use/ 
dependency were also less likely to report seeing their own doctor and had less 
favorable assessments of the clinical team. Respondents with a diagnosis of alcohol 
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use/dependency were significantly more likely to report that their doctor discussed drug 
or alcohol use with them. 
Health care utilization. More ambulatory care visits were associated with better reported 
care on the health promotion composite, but each additional visit added less to this 
experience than the prior visit. Conversely, the more ambulatory care visits respondents 
had, the less likely they were to report positive experiences with many of the other 
composites and questions, including communication with their provider, their providers’ 
knowledge of them as a patient, interaction with office staff and the clinical team, and 
receiving follow-up on test results from the doctor’s office. They were also less likely to 
simultaneously recommend or rate their doctor highly. 
Having at least one ED visit was associated with a significant increase in respondents 
reporting that they received counseling or treatment for a personal or family problem. 
However, respondents with one or more ED visits were less likely to report favorable 
interactions with office staff and the clinical team. 
Practice site characteristics associated with care experiences 
In general, respondents who received care at a community health center (CHC) reported 
less favorable experiences compared to respondents in a group practice and were also 
less likely to recommend or rate their doctor highly. They were, however, significantly 
more likely to report that their doctor discussed alcohol and drug use, and to report that 
they received counseling or treatment for a personal or family problem, including drug or 
alcohol use. 
Respondents who received care from a solo practitioner were significantly less likely 
than those receiving care in group practices to have a favorable response regarding 
access and receiving test results from their doctor’s office. 
Children 
Survey response 
The probability of responding increased at a decreasing rate as the age of child 
increased. Response to the survey was more likely for male MassHealth child members 
than for female members. Similar to the model for adults responding to the survey, Black 
and Hispanic members were less likely to respond than white, non-Hispanic members. 
Those members who spoke English or Spanish were more likely to respond than 
members who spoke neither English nor Spanish. 
Response to the survey was higher among parents of children with a developmental 
disability or degenerative brain condition than for others. 
 
Parents and guardians of child members who visited the ED or were hospitalized were 
less likely to respond than those who had not visited an ED or did not have a hospital 
stay. Parents/guardians of children with more ambulatory care visits were more likely to 
respond. 
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Patient characteristics associated with care experiences 
Disability and chronic conditions. There were no significant differences in reported 
patient experiences for respondents with children enrolled in MassHealth because of 
disability or with higher than average illness burden. 
Demographics. Respondents with older children reported less favorable experiences 
with access, the provider’s knowledge of their child, receiving preventive care and 
advice, and seeing their PCP rather than a nurse or other provider. As respondents’ 
children got older, the odds of receiving follow-up on test results increased, but each 
additional year of age added less to this experience than the prior year. 
Compared to respondents with white children, respondents with black children and a 
race other than black or Hispanic reported less favorable experiences with most of the 
composites and individual questions. Respondents with Hispanic children were less 
likely to report positive experiences with access and clinical team composite questions. 
They were also less likely to report receiving follow-up test results from the doctor’s 
office, or to report that their doctor was informed of behavioral health counseling. 
Respondents for English-speaking children were more likely to report positive 
experiences on many of the composite and individual questions, compared to 
respondents of children who spoke a language other than English and Spanish. 
Respondents for Spanish-speaking children were more likely to have a favorable 
response to the communication composite and more likely to rate their child’s doctor 
highly and to recommend their child’s doctor than respondents for children who spoke a 
language other than English and Spanish. 
Mental illness. Having a child with a mental health diagnosis had a significant 
association with reported care experiences on few survey composites and questions. 
Similar to the adult respondents, respondents for children with a mental health diagnosis 
were more likely to report that they had received emotional or behavioral health 
counseling, although respondents with children with a bipolar disorder were less likely to 
report that their doctor was informed of the counseling. 
 
Health care utilization. Although the marginal effect of each additional visit was small, 
having more ambulatory care visits during the timeframe had a significant positive 
association with response to access and having the doctor be informed and up-to-date 
about care received from specialist doctors. However, having more ambulatory care 
visits during the timeframe had a significant negative association with visit continuity and 
experience with the clinical team. 
Having a child with at least one ED visit during the timeframe was associated with 
significantly less favorable reports about knowledge, health promotion, access and 
interaction with office staff and the clinical team. Respondents for these children were 
less likely to rate their doctor highly or recommend their doctor. However, these 
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respondents were more likely to report that their doctor was informed and up-to-date on 
emotional or behavioral health counseling their child received. 
Practice site characteristics associated with care experiences 
Similar to the adult respondents, respondents with children who received care at a 
community health center were significantly less likely to have a favorable response on 
many composites and individual questions compared to respondents with children in 
group practices. 
Respondents with children who received care from a hospital-licensed health center 
(HLHC), an outpatient department (OPD) or a nurse practitioner were significantly less 
likely than those whose children received care in a group practice to have a favorable 
response regarding knowledge, access, office staff composite questions and to report 
receiving test results from their child’s doctor’s office. They were also less likely to 
recommend or rate their child’s doctor highly. 
Conclusions 
Reports based on patient experience surveys can be used to guide quality improvement 
activities and monitor the experiences of patients over time. The feedback received from 
patients provides information about access to care, communication with providers, and 
perceptions of quality that cannot be obtained from other data sources. Users of patient 
feedback surveys may have more confidence in these data when they have additional 
knowledge regarding the representativeness of the respondents and the reliability and 
validity of their responses to survey questions. 
The results of any survey are generally most useful if the population who responds to the 
survey is representative of the full population on important characteristics. To the extent 
that particular segments of the population (e.g., non-English speakers) were less likely to 
respond, findings from the survey must be interpreted with caution. Our analyses point to 
some disparities in response probability. For instance, the experiences of certain 
racial/ethnic and linguistic minorities may have been somewhat underrepresented in our 
data relative to those of white, English-/Spanish-speaking patients. Some particularly 
vulnerable groups of patients, such as adults with substance use disorders, may also 
have been underrepresented. To ensure adequate representation of particular groups of 
patients in future rounds of the survey, a sampling strategy that is designed to selectively 
oversample from these groups may be considered. 
Other groups that may also have been underrepresented in the survey include younger 
members, women who were pregnant during the survey time period, members who 
visited emergency departments, and members previously reporting domestic abuse. 
Some of these patterns (e.g., ED use) were similar for both adult and child surveys. On 
the other hand, those members who used more ambulatory medical care were more 
likely to respond. With detailed information from MassHealth claims, one could weight 
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the data to compensate for differences between respondents and the population of 
interest. 
Most respondents reported fairly positive care experiences. This was particularly true of 
adult members who qualified for MassHealth because of a disability as well as those 
with higher overall illness burden, as measured by the CDPS score. Racial disparities in 
care appeared on only one composite measure (experiences with office staff) for 
minority members other than those who identified themselves as black or Hispanic. 
However, members whose primary language was neither English nor Spanish reported 
poorer access to care and less positive experiences with the clinical team.  
Racial, ethnic and linguistic disparities were more apparent among the children surveyed 
than among adults. Monitoring experiences among ethnic/language groups is one 
method to better understand trends or patterns among members. For example, reporting 
and analyses can focus on Black and Latino children to examine trends in caring for 
diverse populations. MassHealth may wish to work with providers to find ways to 
improve access and experiences of members of minority racial/ethnic and linguistic 
groups. 
The findings for adults with diagnosed behavioral health conditions were mixed. While 
they were more likely to report receiving counseling, members with mental health 
conditions and/or substance use disorders reported worse care on several composite 
measures. Given that MassHealth serves many members with behavioral health 
conditions, and that such members can be difficult to reach and serve, their negative 
experiences of care are a cause for concern. MassHealth may wish to work with 
providers who serve large numbers of such patients to increase awareness of their 
needs.  
Although patients served by community health centers reported poorer care experiences 
than patients in group practices on some of the composites, they were more likely to 
report receiving counseling or treatment for personal or family problems. This may be 
partly explained by the greater needs of patients served by community health centers 
but it may also indicate that such practice settings do a better job of integrating access to 
needed counseling services than do other provider types. MassHealth may wish to 
create a dialog among representatives of different provider types in which to share 
strategies for success across different settings. 
In summary, the in-depth analysis of survey response and consumer experiences of 
care examined various aspects of care, including doctor-patient interactions and 
organizational features of care. In general, experiences reported were positive, 
particularly for patients who may use services frequently, such as those who qualified for 
MassHealth because of a disability and those with a relatively high overall illness 
burden. Nevertheless, some disparities were apparent, particularly among patients 
whose primary language was not English or Spanish and those with behavioral health 
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conditions. Moreover, the experiences of certain groups of patients may have been 
underrepresented in the survey results.  
These findings suggest opportunities exist for quality improvement among providers 
serving MassHealth members. Poorer reported care among subgroups of patients who 
are less likely to be willing or able to respond to surveys, such as members of linguistic 
minority groups, is a particular concern that should be taken into account in the planning 
and analysis of future member experience surveys.  
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1 Introduction 
On behalf of MassHealth, the Center for Health Policy and Research (CHPR) at UMass 
Medical School and the MHQP recently completed a pilot project to implement a 
MassHealth practice site-level patient experience survey, the MassHealth/MHQP 
Member Experience Survey Pilot 2. This Pilot surveyed MassHealth managed care and 
PCC Plan members to determine how they experienced care at their primary care 
practice sites. The pilot included two separate surveys, one for adults and one for 
children. 
The results of the survey pointed to several important areas that warrant continued 
assessment and strategies for improvement. While communication between patients and 
providers was an area of best performance in both adult and pediatric populations, 
poorer performance in other elements of the patient-clinician interaction pointed to 
significant breakdowns in the coordination of care that have potentially serious 
implications on care outcomes. Examples include patients not always receiving test 
results from someone in the doctor’s office, primary care practitioners not always being 
informed and up-to-date about care received from specialists and not always seeming to 
know all the important information about their patients’ medical histories. 
This report presents the results of in-depth analyses CHPR conducted, in follow up to 
the 2009 survey pilot, to examine the association of illness burden, particular diagnoses, 
health care utilization and other factors on survey response and patient-reported care 
experiences. The goals of this project were twofold. First, we examined overall response 
to the survey among MassHealth members and characteristics of members that were 
associated with either responding or not responding to the survey. Second, we explored 
member characteristics that were associated with better experiences in receiving care in 
medical practices throughout the Commonwealth of Massachusetts.  To achieve these 
goals, we merged the individual survey response data with MassHealth managed care 
claims, encounter and enrollment data. The principal aim of these analyses is to help 
MassHealth stakeholders further understand differences in member perceptions of care 
and to investigate additional opportunities for quality improvement.  
The MassHealth Member Experience Survey dataset provides useful information on 
socioeconomic and minority status, which are either not included in claims data or 
imperfectly collected. However, much more detailed information on overall health status 
and comorbid conditions are contained in the MassHealth claims and encounter data 
than may be gleaned from the self-reported survey data. In addition, MassHealth 
eligibility files identify members who qualify for Medicaid because of disability. By 
combining these data sources (survey and claims/eligibility files), we have conducted 
detailed analyses of the impact of disability, substance use disorder, mental health 
                                                
2 Massachusetts Health Quality Partnership (MHQP) and Center for Health Policy and Research 
(CHPR). (2009). MassHealth Member Experience Survey Pilot Project. 
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conditions (e.g., major depression, schizophrenia, bipolar disorder), and particular 
chronic conditions on survey response and member care experiences while enabling us 
to control for frequency of ED use, inpatient stays and ambulatory care visits. 
2 Methods 
This section discusses the methods used to conduct these analyses including: a) survey 
development, sampling and data collection; b) composite measures and scoring; c) 
analytic approach; d) dependent (i.e., outcome) and independent (i.e., explanatory) 
variables; and e) limitations of the study. 
2.1 Survey Development 
The 2009 MassHealth pilot study referenced above adapted survey instruments 
developed by Massachusetts Health Quality Partners for use in its statewide survey of 
patient care experiences in the commercially-insured population. The survey parallels 
most of the domains and questions that are currently used in the Consumer Assessment 
of Health Providers and Systems Group & Clinician Survey.3 The Patient Experience 
Survey has been used by MHQP for several rounds of a statewide survey.4 The survey 
instruments, comprised of 58 to 61 questions, characterize adult and pediatric patients' 
experiences with their primary care practitioners in two dimensions of care, as follows: 
 Quality of Doctor-Patient Interactions 
o Communication (How well doctors communicate with patients) 
o Integration of care (How well doctors coordinate care) 
o Knowledge of the patient (How well doctors know their patients) 
o Health promotion (How well doctors give preventive care and advice) 
 
 Organizational Features of Care 
o Organizational access (Getting timely appointments, care, and information) 
o Visit-based continuity (Seeing your own doctor) 
o Clinical team (Getting quality care from other doctors and nurses in the office) 
o Office staff (Getting quality care from staff in the doctor's office) 
Given the goals of the pilot project to understand members’ perceptions of care and 
identify opportunities for quality improvement, the survey instruments were matched to 
the MHQP commercial instruments to maintain comparability between MassHealth and 
commercial members’ experiences. To ensure that the survey would be understandable 
to MassHealth members and provide results that would be useful operationally to 
MassHealth, the project team engaged in a collaborative process that included cognitive 
testing within the MassHealth population to develop the MassHealth pilot versions of the 
                                                
3 https://www.cahps.ahrq.gov/cahpskit/CG/CGChooseQx4P.asp, accessed 15 March 2011 
4 Safran DG, Karp M, Coltin K, et al. Measuring patients’ experiences with individual primary care 
physicians. Results of a statewide demonstration project. J Gen Intern Med. 2006;21(1):13–21. 
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MHQP survey instruments. Cognitive testing was conducted by trained, bilingual 
interviewers to ensure that each question was interpreted consistently and was clear to 
individuals across a wide continuum of English literacy skills. 
2.2 Survey Sampling 
To be eligible for survey sampling, members had to be enrolled in one of the managed 
care organizations (MCO)5 or the Primary Care Clinician Plan (PCCP), be an active 
MassHealth member on June 30, 2008, and have had an ambulatory care visit during 
state fiscal year 2008. Member enrollment data (including RHN, demographics, and 
address information) were provided by each Plan. Using the MassHealth Data 
Warehouse, CHPR identified those members who had at least one ambulatory care visit 
in the timeframe for survey eligibility. A total of 449,233 members across all five Plans 
were eligible for sampling. 
2.3 Survey Data Collection 
MHQP contracted with The Center for the Study of Services (CSS) to administer the 
survey in the fall of 2008 to a sample of 45,995 MassHealth managed care members6 
through a two-wave mail protocol with telephone follow-up for non-respondents. Written 
surveys were administered in English and Spanish, and a Spanish-speaking interviewer 
was available for Spanish-speaking telephone respondents. The project had an adjusted 
response rate of 31.9% for the adult sample, 34.6% for the child sample, and 40.4% for 
the child behavioral item test sample. These rates are consistent with other projects 
using similar surveys and modes of response. Appendix A contains the adult and child 
survey tools. 
2.4 Composite Measures and Scoring 
As noted above, the MHQP patient experience survey assessed eight distinct domains 
of care, each of which was composed of several related questions on the survey. The 
majority of questions asked members about frequency of experiences (i.e., how often) 
with responses of never, almost never, sometimes, usually, almost always, and always. 
A numeric value was assigned to each response, ranging from 0 for never to 100 for 
always. A summary or composite measure was created for each of these care domains 
based on the responses to its respective survey items. Composite scores ranged from 0 
to 100 points with higher scores indicating more favorable performance. Appendix B lists 
the questions that make up each composite.  
To ensure that each composite was calculated using a sufficient number of items that 
were relevant to the domain of interest, we used a half scale rule7 that computed 
composite scores for individual respondents based on the unweighted average of 
                                                
5 Managed care organizations: Boston Medical Center HealthNet Plan (BMCHP), Fallon 
Community Health Plan (FCHP), Neighborhood Health Plan (NHP), Network Health (NH) 
6 Refer to previous report for sampling strategy. 
7 Nunnally J, Bernstein I. Psychometric Theory. New York, NY: McGraw-Hill; 1994 
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responses to all items related to the composite.8  The half scale rule is used to provide 
more reliable results for composite measures in which a respondent answers 50% or 
more of the questions in the composite. In other words, if a composite contained 6 items, 
a composite score would be calculated among all respondents who answered 3 or more 
questions in that domain.  
Table 1 shows an example of how a composite score would be calculated for two 
respondents, A and B.  Each survey item in the composite had response options that 
range from Never to Always, where Never=0 and Always=100. The middle responses 
(i.e., Almost Never, Sometimes, Usually, and Almost Always) were scored 20, 40, 60, 
and 80, respectively.  Respondent A answered 5 of 6 items and received a total Access 
score of 48 (i.e., the sum of (40, 20, 40, 60, and 80) / 5). Respondent B answered 2 or 6 
items, which was less than one-half of the items in the Access composite. Hence, the 
composite score is set to missing for Respondent B. 
Table 1. Scoring of Composites Using a “Half Rule” Method 
Composite Respondent 
Access: 
 Getting timely appointments, care, and information 
A 
 
B 
 
 Appointment for care needed right away N/A N/A 
 Appointment for a check-up or routine care when needed     Sometimes = 40 Missing 
 Answer to questions on the same day Almost never = 20 N/A 
 Needed help or advice needed after regular office hours Sometimes = 40 N/A 
 Taken to exam room within 15 minutes of appointment time Usually = 60 Never = 0 
 Once in the exam room, seen within 15 minutes Almost always = 80 Never = 0 
ACCESS COMPOSITE SCORE 48 Missing 
Note: Some composites have missing data by design of the survey. For example, N/A is used in the table to 
show that the respondent may have purposely skipped the item because it does not apply. In other words, he or 
she did not need care right away during the 12 months prior to the survey. 
 
Appendices C and D provide raw mean scores on each composite measure for adults 
and children.  
To assess the reliability of each composite measure in the survey, we calculated internal 
consistency coefficients for each adult and child composite. These coefficients 
summarize the extent to which all survey items included in a composite were associated 
with each other. Higher values (e.g., 0.70 or 0.80) indicate greater internal consistency 
reliability. The item-to-scale coefficients help to understand individual item association 
with the overall composite.  
                                                
8 Rodriguez HP, Scoggins JF, von Glahn T, Zaslavsky AM, and Safran DG. Attributing Sources of 
Variation in Patients' Experiences of Ambulatory Care. Medical Care. 47(8):835-841, August 
2009. 
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Appendix E contains tables presenting analyses of the reliability coefficient (i.e., 
Cronbach’s alpha) as well as item-to-scale correlation coefficients for all adult and 
pediatric composite measures. With the exception of the ‘integration’ composite 
measure, all other measures were found to work well as composites. The two questions 
comprising the integration measure are examined separately in the analyses which 
follow.  
2.5 Administrative Data 
Using unique recipient identification numbers (RHNs) from the survey sample, CHPR 
accessed the MassHealth Data Warehouse to obtain enrollment, claims and encounter 
data for each member surveyed. These administrative data were linked to the survey 
data and were used to create the independent variables for analyses, including Chronic 
Illness and Disability Payment System (CDPS) scores, and health care utilization 
variables.   
2.6 Analyses 
This section describes the analytic approach used for data analyses and provides a 
detailed description of the dependent and independent variables. 
2.6.1 Analytic Approach 
CHPR used multivariate logistic regression models for analyzing the combined survey, 
claims and enrollment data. Multivariate logistic regression is a statistical technique used 
to predict the likelihood of a discrete outcome (that is, whether an event will or will not 
occur) from two or more explanatory variables. The explanatory (or independent) 
variables used in the analyses were selected for inclusion based on a review of the 
literature as well as consideration of the availability of data in the MassHealth claims and 
eligibility data warehouse. The results of the multiple logistic regression models are 
presented as odds ratios. 
Odds ratios are often used to illustrate the size of an effect and are defined as the ratio 
of the likelihood of an event occurring in one group (e.g., men) to the likelihood of the 
effect occurring in another, or referent, group (e.g., women). In the context of these 
analyses, an odds ratio of 1.0 indicates that survey response or good care experiences 
are equally likely for both sexes. An odds ratio greater than 1.0 (e.g., 1.24) indicates that 
survey response or good care experiences are more likely for men than for women; in 
this example, men have 1.24 times the odds of the outcome compared to women. An 
odds ratio less than 1.0 (e.g., 0.81) indicates that responding to the survey or having 
good care experiences is less likely for men than for women (i.e., men have 0.81 times 
the odds of responding to the survey or receiving good care compared to women). 
CHPR conducted chi-square tests to determine the statistical significance of the odds 
ratios. A p-value of  ≤0.05 was used to indicate statistical significance. However, p-
values of ≤0.10 are also reported to show that the variable was trending toward 
significance. 
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In interpreting the results of the multiple logistic regression models, CHPR used the 
Hosmer-Lemeshow goodness-of-fit test (H-L test) to assess whether the models 
adequately predicted survey response and care experiences. Models were determined 
to lack good fit (that is, they did not adequately predict the outcome of interest) for any 
measure for which the p-value on the H-L test was <0.05. Note that the H-L test is very 
sensitive to sample size.9  CHPR also examined the percentage of members who were 
correctly classified by model outcome. 
CHPR removed some members from the analyses owing to missing data on the 
dependent variable as a result of either valid skip patterns in the survey (i.e., missing by 
design) or failure to complete relevant survey questions (i.e., missing by response). The 
tables in Section 4 present results reported for each dependent variable showing the 
number of observations included in the computed regression models. 
2.6.2 Dependent Variables 
The dependent variables used in these analyses, survey response and care 
experiences, are described below. 
Survey response 
CHPR employed multivariate logistic regression models to analyze the probability of 
survey response among members who were selected for the survey. The dependent 
variable was ‘individual survey response’, that is, whether an individual who was sent a 
survey responded to the survey or did not respond to the survey. 
Care experiences 
In the logistic regression models used to analyze care experiences, the dependent 
variable was the care experience rating reported by survey respondents. To facilitate 
logistic regression analyses, data on individual care experiences were transformed from 
composite scales (with values derived from 6 ordered categories reflecting different 
gradations of experience from very bad to very good) to simple categorical variables 
(with values of 0 or 1 to indicate ‘better’ vs. ‘worse’ care). This was useful for two 
reasons. First, it is difficult to interpret the results of ordered response regression 
analyses (a statistical model that may be applied to this type of data) without making 
additional assumptions because the distances between the response categories are not 
necessarily equal. Second, responses on most composites were highly skewed toward 
the most positive category, which can create additional statistical problems. Logistic 
regression is not subject to these concerns when the dependent variable is dichotomous 
(i.e., a 2-level variable of ‘better’ vs. ‘worse’). 
Recall that individual responses to survey questions were scored on a six-point scale 
from 0 to 100 at intervals of 20 corresponding to responses of ‘never’ (0), ‘almost never’ 
(20), ‘sometimes’ (40), ‘usually’ (60), ‘almost always’ (80), and ‘always’ (100). Scores for 
                                                
9 Kramer AA, Zimmerman JE. Assessing the calibration of mortality benchmarks in critical care: 
The Hosmer-Lemeshow test revisited. Crit Care Med. 2007 Sep;35(9):2052-6. 
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individual questions were combined to create care experience ‘composites’ by averaging 
responses to each question in the composite (following application of the ‘half rule’ as 
described earlier). For the purposes of logistic regression analyses, scores on the 
composites were recoded to reflect ‘better or ‘worse’ care experiences as follows: A 
score of at least 60 was coded as ‘good’ and below 60 as ‘bad’. Most questions in the 
survey have responses using the Never-to-Always format. Hence, the assessment of 
‘good’ corresponds to responses of either ‘usually,’ ‘almost always,’ or ‘always.’ 
In addition to the composite measures, a few questions from the survey were analyzed 
individually. These include the two questions that comprised the ‘integration of care’ 
composite measure (see ‘test results’ and ‘informed of specialists’ in tables 7 and 12). In 
addition, several questions pertaining to behavioral health care were analyzed 
separately (see tables 9 and 14) because a behavioral health composite measure has 
not been developed by MHQP for their commercial population. Finally, in the tables 10 
and 15, we provided analysis of a few questions that illustrated overall self-reported 
health status and satisfaction with one’s personal doctor. We combined information on 
whether a patient both rated their doctor highly and would recommend their doctor to 
others, since, taken together, these questions provided stronger evidence of satisfaction 
with a provider than either question separately (see ‘high rating and recommend doctor’) 
in  tables 10 and 15). Two levels of self-reported health status were also examined. See 
‘health rated good-excellent’, which indicated that the patient reported ‘good’, ‘very good’ 
or ‘excellent’ health, and ‘health rated very good-excellent’, which indicated a self-report 
of ‘very good’ or ‘excellent’ health. The second measure represented a higher bar for 
health than the first and we examined whether characteristics associated with good-
excellent health differed from those associated with very good-excellent health. In most 
cases, findings for these two overlapping groups of patients were similar.  
2.6.3 Independent Variables 
Data on MassHealth enrollment, diagnoses and health care utilization were examined for 
calendar years 2007 and 2008 in order to provide information on the period just before 
and concomitantly with the survey recall period. Days enrolled and ambulatory care 
visits were summed across the two years. The higher of the illness burden scores from 
the two available years was selected. A member was listed as having a particular 
behavioral health or other condition if there was a diagnosis in the claims data in either 
year. 
The independent variables are listed below. 
MassHealth Eligibility 
Total days of enrollment in MassHealth were computed over the two-year study period 
covering calendar years (CYs) 2007 and 2008. 
Age 
This independent variable was defined as the member’s age as of June 30, 2008.  
CHPR calculated each member’s age by linking the RHNs provided in the health plan’s 
data with birthdates in the MassHealth enrollment data. CHPR conducted its analyses 
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using the continuous form of the variable (age in years) and tested whether there was a 
linear or non-linear relationship between age and the outcome variable by including both 
age in years, and the age in years, squared. If the square of age was not statistically 
significant, CHPR concluded that the relationship was linear and removed the squared 
term from the equation. In other words, each additional year of age had the same effect 
on the odds of the outcome as the year before. However, if the squared term was 
statistically significant, it remained in the model. This allowed the effect of each 
additional year in age upon the outcome to vary for people of younger and older ages. 
Appendix F shows an example of age in years, squared. 
Gender 
This independent variable was defined as male or female. Data were provided by each 
Plan. For the care experiences regressions, where we had self-reported survey data on 
gender, this was used rather than information from the Plans. 
Race/ethnicity 
Data on race/ethnicity were provided by the Plans. When missing from this source, data 
on race/ethnicity were filled in using MassHealth enrollment data. For the care 
experiences regressions, where we had self-reported survey data, this was used rather 
than information from the MCOs/MassHealth. CHPR created five categories of race and 
ethnicity: white, black, Hispanic, other and unknown (missing). CHPR compared the care 
that members received to members whose race was identified as white (i.e., the referent 
category). 
Primary language 
Data on primary language spoken at home were provided by the Plans. Where missing, 
data were filled in using MassHealth enrollment data. For the care experiences 
regressions, where we had self-reported survey data, this was used rather than 
information from the MCOs/MassHealth. CHPR chose to create three categories of 
language: English, Spanish and “other/unknown.” CHPR compared the care that 
members who primarily spoke English or Spanish received to those whose primary 
language was other than English or Spanish.  
Disability status 
This independent variable was defined as the presence of a disability during the 
measurement period (CYs 2007-2008), as identified by the MassHealth enrollment 
disability flag. This disability flag indicated whether a member received MassHealth on 
the basis of disability. Disability status was determined by either the Massachusetts 
Disability Evaluation Services (DES), the Social Security disability insurance (SSDI) 
program, or the supplemental security income (SSI) program (title II or title XVI, 
respectively, of the Social Security Act).  A person is considered disabled under the law 
if: 1) a physical or mental impairment renders them unable to engage in “substantial 
gainful activity” (SGA); and 2) the impairment is expected either to result in death or to 
last for a minimum of 12 months (SSA, 2008). Massachusetts DES use similar criteria 
for its evaluation of a disability. A very small percentage of those who qualify for 
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Medicaid because of a disabling condition are determined by other, less stringent, 
criteria for disability. The disability flag is a reflection of the richest aid category and is 
retroactive. This definition of disability may exclude some MassHealth members with 
functional limitations associated with chronic health conditions who are not eligible for 
Medicaid because of their disabling condition. 
Overall illness burden 
Overall illness burden was defined as the member’s Chronic Illness and Disability 
Payment System (CDPS) score, calculated through claims and encounter data obtained 
through the Data Warehouse for CYs 2007 and 2008. CDPS is a diagnostic 
classification system that uses diagnosis information to predict health care costs. CDPS 
was originally developed for the purpose of adjusting capitated payments for Medicaid 
beneficiaries. Based on a database of four million Medicaid claims from seven states 
(mostly in the Midwest), the CDPS grouped diagnoses into 20 major categories that 
correspond to either body systems or specify types of illness or disability.10 Age and 
gender are also factored into CDPS scores so that even individuals with no diagnostic 
history are assigned a score. 
Since the CDPS was developed on beneficiaries from other states, CHPR renormalized 
the scores to the mean of the relevant MassHealth population (in this case the entire 
survey sample) for ease of interpretation. For the CDPS scores reported in this 
document, the population norm is 1.0. Scores below 1.0 indicate a lower than average 
illness burden. Scores above 1.0 indicate a higher than average illness burden (e.g., a 
score of 2.0 means that the person is twice as costly as the population average). 
Because the cost weights for CDPS were developed on Medicaid claims from Midwest 
states, CDPS may not be the most appropriate model to predict cost in a New England 
population. However, renormalized CDPS scores are adequate to use to control for 
relative illness burden for the study population. For the purposes of the present 
analyses, CHPR used the higher of the two CDPS scores (for CY2007 and CY2008) for 
each individual. Since CDPS score is specified as a continuous variable, we also 
included the square of the CDPS score to allow for a non-linear relationship between 
illness burden and survey response or care experiences. 
Mental health disorders (depression, schizophrenia/paranoid disorders, bipolar disorder, 
and anxiety disorders) 
Understanding the relationship between member mental health status and care 
experiences was a high priority for CHPR. Five categories of mental illness were 
included: depression (major depression and other forms of depression), 
schizophrenia/paranoia disorders, bipolar disorder, and anxiety disorders. Schizophrenia 
                                                
10 Kronick R, Gilmer TP, Dreyfus T, and Ganiats TG. (2002). CDPS-Medicare: The Chronic Illness and 
Disability Payment System Modified to Predict Expenditures for Medicare Beneficiaries.  Final Report to 
CMS, June 24, 2002. 
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and paranoid disorders were combined because they are clinically similar. An individual 
with at least one diagnosis code for each condition during CYs 2007-2008 was 
considered to have the diagnosis during the measurement period. Appendix G lists the 
ICD-9 codes and details the method used to identify these mental health diagnoses. 
Schizophrenia/paranoid conditions were not included in the child regressions owing to 
small cell sizes. 
Substance use disorders (alcohol/drug) 
This independent variable was defined as the presence of a substance use disorder, 
identified from claims and encounter data, among members during the measurement 
period (CYs 2007-2008). Data from the Massachusetts Behavioral Health Partnership 
(MBHP) were accessed from the MassHealth Data Warehouse to define substance use 
disorder. Appendix G includes a list of ICD-9 codes to identify members with a 
substance use disorder. CHPR separated the variable into alcohol and drug 
subcategories in light of the different effects of alcohol and drug abuse on self care and 
physiology suggested by the literature. For example, alcohol dependency may have 
more significant physiological consequences for people with diabetes than opioid 
addiction, due to the high sugar content of alcohol. The diagnosis of a substance use 
disorder was not included in the child regressions owing to very small cell sizes. 
Degenerative brain conditions/developmental disability 
The variable ‘degenerative brain conditions/developmental disability’ included mental 
retardation, Alzheimer’s, organic brain condition, and dementia. These conditions were 
identified from claims and encounter data, among members during the measurement 
period (CYs 2007-2008). 
Pregnancy 
Whether a woman had been pregnant at any time during CY2007-2008 was assessed 
using output from the CDPS software. CDPS uses ICD-9 diagnosis codes found in 
health care claims to assign individuals to particular condition categories, including 
pregnancy. Pregnant women are often heavy users of primary health care and may be 
especially vulnerable to inadequate care. Therefore, CHPR decided to include a 
pregnancy flag in the analyses to help better understand care experiences women who 
were pregnant or less than 2 years postpartum at the time of the survey. Pregnancy 
status was not included in the child regression models owing to very small cell sizes. 
Smoking status 
CHPR examined possible associations between tobacco use and survey response 
and/or self-reported care experiences. CHPR used ICD-9 and HCPCS codes to identify 
smoking status, as detailed in Appendix G. Because tobacco use and smoking status 
are likely to be underreported in claims data, this variable may not capture all members 
who smoked during the measurement period. Tobacco use was not included in the child 
regression analyses owing to very small cell sizes. 
Domestic violence 
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CHPR examined the influence of domestic violence experienced by members during the 
measurement period on care experiences, since members who have experienced 
domestic violence have special health care needs. CHPR used ICD-9 codes from 
member claims data to identify episodes of domestic violence. Members with at least 
one claim coded for domestic violence during the measurement period (CYs 2007-2008) 
were included. See Appendix G for a list of these specific ICD-9 codes. Domestic 
violence diagnosis was not included in the child regressions owing to very small cell 
sizes. 
Ambulatory care visits 
We include data on number of ambulatory care visits since care experiences and 
probability of survey response may be influenced by the respondent’s exposure to 
ambulatory care. In addition, we wanted to exclude the possibility that our findings on 
overall illness burden could be explained away by the fact that people with higher illness 
burden usually have more ambulatory care visits. 
Ambulatory care visits included outpatient, physician, and medical services received at 
provider offices, community health centers, acute outpatient hospitals, or hospital-
licensed health centers. Appendix G lists the specific ICD-9 codes for ambulatory care 
visits. CHPR used the continuous form of the variable to assess the influence on care 
experiences for each unit increase in number of visits. CHPR tested whether there was a 
linear or non-linear relationship between the number of visits and the outcome variable 
by including in the model both the number of visits and the number of visits, squared. If 
the square of number of visits was not statistically significant, we concluded that the 
relationship was linear and removed the squared term from the equation. That is, we 
concluded that each additional visit had the same effect on the outcome as the prior 
visit. However, if the squared term was statistically significant, it remained in the model. 
This allowed the effect of each additional visit upon the outcome to vary depending upon 
the total number of visits. CHPR identified ambulatory care visits from CPT, HCPCS, 
ICD-9 and UB-92 revenue codes. Only one visit per day was counted to avoid double-
counting across billing entities. Visits were summed for the full measurement period 
(CYs 2007-2008). 
Emergency department (ED) visits 
CHPR used emergency department (ED) visits that did not lead to an inpatient stay as a 
proxy variable for identifying members who may utilize EDs rather than visiting an 
ambulatory care provider for non-emergency health concerns. CHPR used UB-92 
revenue and HCPCS codes as shown in Appendix G to identify members who had at 
least one ED visit that did not result in an inpatient admission during the measurement 
period. 
Hospitalizations 
CHPR included a variable indicating that an individual had at least one hospitalization. It 
was not possible to identify hospital admissions that might have been prevented with 
better access to ambulatory care. Having one or more hospitalizations may indicate that 
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the individual had more complex health care needs in the period before or after the 
admission, which may affect reported care experiences as well as the probability of 
survey response. CHPR used inpatient claims data and a combination of UB-92 revenue 
and service codes from MBHP and plan encounter data to identify members who had at 
least one hospitalization during the measurement period. Appendix G includes the 
methodology and list of relevant codes used to identify member hospitalizations. 
Provider type 
CHPR included the provider type of the survey respondent’s primary care. The 
provider/practice site was determined from the MHQP Master Physician Directory, if 
available. Where missing, data were filled in by matching the provider’s tax ID with the 
tax ID in the PCC Plan Provider File to identify provider type. Finally, some large 
providers were assigned by hand checking information from individual MCO provider 
files. Provider type was grouped into four categories: group practice, community health 
center, solo practitioner and other (NPs, outpatient departments and hospital-based 
community health centers). Group practice was the reference group to which all other 
provider types were compared. Too many individuals were missing information on 
provider type to use this variable in the survey response analyses. However, most were 
filled in among those who responded to the survey and this variable was included in the 
care experiences models.  
Residential county 
CHPR included each member’s residential county as a way to control for the effects on 
care experiences of geographical location. In order to create appropriate variables for 
residential counties with few members, CHPR grouped them into larger geographical 
areas. Barnstable, Duke and Nantucket counties were grouped together to create a 
single geographical area representing Cape Cod and the Islands, and Berkshire, 
Franklin and Hampshire counties were grouped together to create a single area covering 
Northwestern and Western Massachusetts. All other counties were included on their own 
as independent variables. CHPR compared the care experiences reported by members 
received in all other counties to the care experiences of members who lived in Suffolk 
County, which includes the City of Boston. CHPR based county designation on member 
residence as of December 31, 2008. Results for residential county are not shown in the 
results tables in this report since they are difficult to interpret. Nonetheless, to account 
for differences in characteristics of the health systems and population differences, they 
were included in each model. 
MassHealth plan 
This independent variable was defined as the name of the health plan in which the 
member was enrolled using data provided by the plans for this project as of June 30, 
2008. Findings on differences by health plan are not shown in the report tables since the 
purpose of the survey was to evaluate provider-level differences in care experiences 
rather than plan-level differences. However, it is useful to include health plan as a 
potential confounder for the other included variables (i.e., health plan may be related 
both to care experienced by members as well as the other independent variables of 
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interest and so controlling for this potential is an important analytic technique to adjust 
for possible confounding). 
2.6.4 Limitations 
All data analyses have limitations. The limitations of CHPR’s analyses of MassHealth 
care experiences were as follows: 
 Some member characteristics that may influence survey response or self-reported 
care experiences could not be included in the regression models because they 
cannot be observed using administrative data. Moreover, member characteristics 
that were incompletely observed in administrative data due to misrepresentation or 
underreporting such as domestic violence, smoking, mental illness, substance use 
disorders, race/ethnicity, personal circumstances, and disability status, may also 
have limited CHPR’s ability to identify disparities in access to care. Claims data, 
however, contain rich information on comorbid diagnoses and other influential 
variables. Administrative data are also not subject to recall or social desirability bias 
as may be the case when members self-report their health care experiences. 
 Except for plan name, no data on plan characteristics were included in the 
model. Data on plan characteristics were not currently available in the administrative 
data sources available to CHPR. 
 These analyses were limited by the lack of detail on provider characteristics. While it 
was hoped that the work with the Massachusetts Health Quality Partners (MHQP) on 
developing the Massachusetts provider database would result in additional provider 
characteristics, we were not confident that the information collected in the Pilot was 
accurate enough to include in the regression models; therefore we limited our 
analyses to provider type.  
3 Survey Response 
The following sections compare survey respondents with those who did not respond. 
Section 3.1 describes the adult sample; Section 3.2 describes the child sample. Each 
section has two tables. The first table provides a bivariate (unadjusted) comparison of 
those MassHealth members who responded to the survey (adults and parents/guardians 
of children) to those members who did not respond for each of the independent variables 
of interest. The second table presents a multivariate (adjusted) logistic regression model 
in which the dependent variable is responded to the survey (yes/no). Independent 
variables in these models include demographic information (e.g., age, gender, ethnicity), 
health status (e.g., overall illness burden and specific mental health diagnoses), and 
utilization (e.g., hospitalization, use of emergency department, and ambulatory care 
visits). 
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3.1 Adults 
3.1.1 Characteristics of Adult Survey Sample 
Characteristics of respondents and non-respondents for calendar year 2008 are shown 
in Table 2. These groups were similar with regard to gender, although respondents were 
slightly older than non-respondents (41.7 years old vs. 35.9 years older, p<0.0001). A 
higher percentage of respondents were white (52.8% vs. 48.8%, p<0.0001), but a lower 
percentage of respondents spoke English as their primary language (71.7% vs. 76.4%, 
p<0.0001). 
Respondents had more ambulatory care visits, on average, than did non-respondents 
(mean of 10.6 vs. 8.6, p<0.0001) but fewer emergency room visits (mean of 1.9 vs. 2.5 
visits<0.0001) and hospitalizations (mean of 0.3 vs. 0.5, p<0.0001). 
Although a higher percentage of respondents had major depression than did non-
respondents (16.3 vs.13.9, p<0.0001), there was no significant difference in the 
prevalence of other mental illnesses. Non-respondents had higher rates of substance 
use disorder (6.1 vs. 5.1 % for alcohol abuse, and 11.3 vs. 7.9% for drug abuse). The 
prevalence of many chronic diseases was higher in respondents, including cancer (3.7% 
vs. 1.8%, p<0.0001), cardiovascular disease (22.0% vs. 13.4%, p<0.0001), and diabetes 
(7.9 vs. 4.4, p<0.0001). Respondents also had a slightly higher illness burden, on 
average, (CDPS of 1.1 vs. 1.0, p<0.0001). 
Table 2. Comparing Adult Survey Respondents to Non-Respondents, CY 2008 
(N=22,415) 
 
Characteristic 
Respondents 
(N=6,442) 
Non-Respondents 
(N=15,973) P-value 
Demographics 
Age, Mean (SD) 41.7 (12.5) 35.9 (11.9) <0.0001
Gender         
Male, n (%) 1,783 (27.7) 4,205 (26.3) 0.0384
Female, n (%) 4,659 (72.3) 11,768 (73.7) 0.0384
Ethnicity         
White, n (%) 3,402 (52.8) 7,794 (48.8) <0.0001
Black , n (%) 410 (6.4) 1,404 (8.8) <0.0001
Hispanic , n (%) 870 (13.5) 2,554 (16.) <0.0001
Other, n (%) 247 (3.8) 669 (4.2) 0.2256
Missing, n (%) 1,513 (23.5) 3,552 (22.2) 0.0430
Language          
English, n (%) 4,621 (71.7) 12,207 (76.4) <0.0001
Spanish, n (%) 534 (8.3) 1,144 (7.2) 0.0037
Other1, n (%) 1,287 (20.0) 2,622 (16.4) <0.0001
Disability2, n (%) 2,528 (39.2) 4,403 (27.6) <0.0001
Medicaid enrollment    
< 3 months, n (%) 0 (0) 1 (0) 0.5254
3-6 months, n (%) 0 (0) 23 (0.1) 0.0023
> 6 months, n (%) 6,442 (100.0) 15,949 (99.9) 0.0019
Residential County          
Barnstable, n (%) 24 (0.4) 65 (0.4) 0.7111
Berkshire, n (%) 121 (1.9) 381 (2.4) 0.0203
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Characteristic 
Respondents 
(N=6,442) 
Non-Respondents 
(N=15,973) P-value 
Bristol, n (%) 703 (10.9) 1,955 (12.2) 0.0054
Dukes, n (%) 0 (0) 9 (0.1) 0.0567
Essex, n (%) 972 (15.1) 2,180 (13.7) 0.0050
Franklin, n (%) 119 (1.9) 266 (1.7) 0.3427
Hampden, n (%) 1,202 (18.7) 2,650 (16.6) 0.0002
Hampshire, n (%) 103 (1.6) 255 (1.6) 0.9895
Middlesex, n (%) 611 (9.5) 1,551 (9.7) 0.6048
Nantucket, n (%) 1 (0) 2 (0) 0.8604
Norfolk, n (%) 305 (4.7) 858 (5.4) 0.0517
Plymouth, n (%) 266 (4.1) 652 (4.1) 0.8716
Suffolk, n (%) 680 (10.6) 1,898 (11.9) 0.0048
Worcester, n (%) 1,279 (19.9) 3,082 (19.3) 0.3387
Health care utilization  
No. of ambulatory care visits   
None, n (%) 285 (4.4) 1,298 (8.1) <0.0001
1- 4, n (%) 1,621 (25.2) 5,254 (32.9) <0.0001
5 +, n (%) 4,536 (70.4) 9,421 (59.0) <0.0001
Mean (SD) 10.6 (10.9) 8.6 (10.2) <0.0001
No. of ED visits   
None, n (%) 3,799 (59.0) 8,407 (52.6) <0.0001
1-2, n (%) 1,326 (20.6) 3,418 (21.4) 0.1770
3 +, n (%) 1,317 (20.4) 4,148 (26.0) <0.0001
Mean (SD) 1.9 (4.5) 2.5 (5.1) <0.0001
No. of hospitalizations   
None, n (%) 5,542 (86.0) 13,388 (83.8) <0.0001
1, n (%) 521 (8.1) 1,335 (8.4) 0.5060
2 +, n (%) 379 (5.9) 1,250 (7.8) <0.0001
Mean (SD) 0.3 (1.4) 0.5 (2.0) <0.0001
Behavioral health disorders 
Mental illness3   
Any mental illness, n (%) 2,884 (44.8) 6,923 (43.3) 0.0513
Major depression, n (%) 1,049 (16.3) 2,223 (13.9) <0.0001
Bipolar, n (%) 623 (9.7) 1,671 (10.5) 0.0772
Schizophrenia/paranoia, n 
(%) 
162 (2.5) 391 (2.5) 0.7702
Other mental illness, n (%) 1,327 (20.6) 3,417 (21.4) 0.1883
Substance use disorder3   
Any substance use, n (%) 1,389 (21.6) 3836 (24.0) <0.0001
Alcohol, n (%) 330 (5.1) 971 (6.1) 0.0056
Drug, n (%) 508 (7.9) 1,809 (11.3) <0.0001
Co-occurring mental illness and 
substance use disorder, n (%) 931 (14.5) 2,581 (16.2) 0.0015
Tobacco, n (%) 944 (14.7) 2,396 (15.0) 0.5097
Other chronic diseases 
Cancer, n (%) 236 (3.7) 286 (1.8) <0.0001
Cardiovascular, n (%) 1,418 (22.0) 2,141 (13.4) <0.0001
Cerebrovascular, n (%) 156 (2.4) 276 (1.7) 0.0006
CNS, n (%) 1,343 (20.9) 2,611 (16.4) <0.0001
Developmental disab., n (%) 91 (1.4) 294 (1.8) 0.0256
Diabetes Type 1, n (%) 78 (1.2) 139 (0.9) 0.0184
Diabetes Type 2, n (%) 510 (7.9) 704 (4.4) <0.0001
Ear, n (%) 329 (5.1) 556 (3.5) <0.0001
Eye, n (%) 1,206 (18.7) 2,095 (13.1) <0.0001
Genital, n (%) 967 (15.0) 2,014 (12.6) <0.0001
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Characteristic 
Respondents 
(N=6,442) 
Non-Respondents 
(N=15,973) P-value 
GI, n (%) 1,389 (21.6) 2,630 (16.5) <0.0001
Hematology, n (%) 431 (6.7) 668 (4.2) <0.0001
Infectious         
AIDS, n (%) 58 (0.9) 111 (0.7) 0.1076
HIV, n (%) 10 (0.2) 30 (0.2) 0.6009
Other infectious, n (%) 521 (8.1) 1,190 (7.5) 0.1038
Metabolic, n (%) 1,554 (24.1) 2,339 (14.6) <0.0001
Perinatal problem, n (%) 6 (0.1) 33 (0.2) 0.0651
Pregnancy, n (%) 134 (2.1) 667 (4.2) <0.0001
Pulmonary, n (%) 934 (14.5) 1,816 (11.4) <0.0001
Renal, n (%) 735 (11.4) 1,408 (8.8) <0.0001
Skeletal, n (%) 1,900 (29.5) 3,641 (22.8) <0.0001
Skin, n (%) 1,231 (19.1) 2,517 (15.8) <0.0001
CDPS score, mean (SD) 1.1 (1.1) 1.0 (1.0) <0.0001
1Includes members for whom language is missing. 
2As indicated by the Disability Flag in Medicaid data. 
3Members can be included in more than one category. 
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3.1.2 Probability of Response 
Multivariate logistic regression was used to model the likelihood that an individual 
responded to the survey. Adjusted odds ratios are presented in Table 3. The 
presentation includes means or percentages for each independent variable for calendar 
years 2007 and 2008 combined. 
The probability of responding to the survey increased with age. Male members were less 
likely to respond compared to female members. Compared to white, non-Hispanic 
members, both Black and Hispanic members were less likely to respond. English- and 
Spanish-speaking members, compared to members who spoke other languages were 
more likely to respond. 
Controlling for overall illness burden (CDPS), age, and other member characteristics, 
members with a diagnosis of a substance use disorder were less likely to respond than 
members without such a diagnosis. Also, members with a diagnosis indicating domestic 
abuse were less likely than those without a documented domestic abuse history. 
Women who were pregnant during the study timeframe were less likely to respond than 
those who were not pregnant. Members who had one or more visits to the ED were less 
likely to respond than those who had not visited an ED. And members with more 
ambulatory care visits were more likely to respond. For each additional ambulatory care 
visit, the odds of responding increased by about 3%. 
Table 3. Adjusted Odds of Survey Response – Adults 
 
 Variable 
 Percent or
Mean S.D. Odds Ratio 
MassHealth Eligibility  
Enrollment, days 492 170 >1.00 * 
Enrollment, days squared <1.00 * 
Disabled 32% 1.19 * 
Demographics 
Age, years 37.60 12.40 1.03 * 
Age, years squared 
Sex: Male 27% 0.89 * 
Race/Ethnicity 
   White (ref) 52%
   Black  7% 0.80 * 
   Hispanic  17% 0.83 * 
   Unknown  17% 1.13 * 
   Other 7% 0.89 + 
Primary language 
   English  76% 1.32 * 
   Spanish  10% 1.69 * 
   Other (ref) 14%
Overall Illness Burden 
CDPS, normalized score 1.20 1.21 0.98   
Diagnoses 
Substance use disorder 
     Alcohol 9% 0.92   
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 Variable 
 Percent or
Mean S.D. Odds Ratio 
     Drug 13% 0.69 * 
Tobacco use 22% 1.03   
Mental illness 
    Major depression 19% 1.02   
    Other depression 29% 0.97   
    Schizophrenia 3% 0.88   
    Bipolar disorder 13% 0.99   
    Anxiety disorder 22% 1.00   
Domestic violence 2% 0.69 * 
Developmental disability or degenerative  
brain condition 5% 0.89   
Pregnancy 8% 0.74 * 
Health Care Utilization 
>= 1 hospital stay 28% 0.96   
>= 1 ED visit 63% 0.83 * 
Ambulatory care visits 18 19 1.01 * 
Number of observations 22,422
   Percent correctly classified 72%
H-L test (p-value)    0.32   
* = significant at the alpha=0.05 level; + = significant at the alpha=0.10 level on a two-tailed test.  
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
 
3.2 Children 
3.2.1 Characteristics of Child Survey Sample 
Characteristics of respondents and non-respondents for the child survey for calendar 
year 2008 are presented in Table 4. These groups were similar with regard to gender, 
but children of parents who responded to the survey tended to be slightly older (8.2 
years old vs. 7.7 years old, p<0.0001). Respondents were more likely to be white than 
were non-respondents (37.8% vs. 34.5%, p<0.0001). A higher percentage of 
respondents were English speakers (85.9% vs. 83.4%, p<0.0001). 
Children whose parents responded had more ambulatory care visits, on average, than 
did non-respondents (mean of 8.3 vs. 6.8, p<0.0001) and had fewer emergency room 
visits (mean of 1.0 vs. 1.2 visits, p<0.0001). The prevalence of many chronic conditions 
was significantly higher among children of respondents and they also a slightly higher 
illness burden (CDPS of 1.1 vs. 1.0, p<0.0001). 
Table 4. Comparing Survey Respondents to Non-Respondents for Children, CY 
2008 (N=23,521) 
 
Characteristic 
Respondents 
(N=7,584) 
Non-Respondents 
(N=15,937) P-value 
Demographics 
Age, Mean (SD) 8.2 (5.3) 7.7 (5.3) <0.0001
Gender   
Male, n (%) 3,921 (51.7) 7,996 (50.2) 0.0284
                                                                          In-Depth Analyses of the MassHealth MHQP Member Experience Survey Data | 19 
Final Report - October 2011  
 
Characteristic 
Respondents 
(N=7,584) 
Non-Respondents 
(N=15,937) P-value 
Female, n (%) 3,663 (48.3) 7,941 (49.8) 0.0284
Ethnicity   
White, n (%) 2,863 (37.8) 5,502 (34.5) <0.0001
Black , n (%) 462 (6.1) 1,588 (10.0) <0.0001
Hispanic , n (%) 1,241 (16.4) 3,564 (22.4) <0.0001
Other, n (%) 240 (3.2) 599 (3.8) 0.0217
Missing, n (%) 2,778 (36.6) 4,684 (29.4) <0.0001
Language   
English, n (%) 6,515 (85.9) 13,286 (83.4) <0.0001
Spanish, n (%) 646 (8.5) 1,526 (9.6) 0.0088
Other1, n (%) 423 (5.6) 1,125 (7.1) <0.0001
Disability2, n (%) 531 (7.) 1,209 (7.6) 0.1094
Length of Medicaid enrollment 
< 3 months, n (%) 0 (0.0) 0 (0.0) ---
3-6 months, n (%) 2 (0.0) 13 (0.1) 0.1170
> 6 months, n (%) 7,582 (100.0) 15,924 (99.9) 0.1170
Residential county   
Barnstable, n (%) 373 (4.9) 646 (4.1) 0.0023
Berkshire, n (%) 232 (3.1) 381 (2.4) 0.0026
Bristol, n (%) 906 (12.0) 1,874 (11.8) 0.6773
Dukes, n (%) 1 (0.0) 10 (0.1) 0.1003
Essex, n (%) 763 (10.1) 1,646 (10.3) 0.5271
Franklin, n (%) 168 (2.2) 274 (1.7) 0.0088
Hampden, n (%) 1,464 (19.3) 3,258 (20.4) 0.0415
Hampshire, n (%) 110 (1.5) 149 (0.9) 0.0004
Middlesex, n (%) 809 (10.7) 1,523 (9.6) 0.0077
Nantucket, n (%) 2 (0.0) 2 (0.0) 0.4473
Norfolk, n (%) 255 (3.4) 535 (3.4) 0.9829
Plymouth, n (%) 766 (10.1) 1,619 (10.2) 0.8894
Suffolk, n (%) 579 (7.6) 1,624 (10.2) <0.0001
Worcester, n (%) 1,118 (14.7) 2291 (14.4) 0.4558
Health care utilization  
No. of ambulatory care visits   
None, n (%) 371 (4.9) 1,324 (8.3) <0.0001
1- 4, n (%) 2,079 (27.4) 4,800 (30.1) <0.0001
5 +, n (%) 5,134 (67.7) 9,813 (61.6) <0.0001
Mean (SD) 8.3 (6.8) 7.7 (6.8) <0.0001
No. of ED visits     
None, n (%) 5,201 (68.6) 10,399 (65.3) <0.0001
1-2, n (%) 1,446 (19.1) 3210 (20.1) 0.0530
3 +, n (%) 937 (12.4) 2,328 (14.6) <0.0001
Mean (SD) 1.0 (2.0) 1.2 (2.1) <0.0001
No. of hospitalizations     
None, n (%) 7,344 (96.8) 15,345 (96.3) 0.0328
1, n (%) 149 (2.0) 388 (2.4) 0.0241
2 +, n (%) 91 (1.2) 204 (1.3) 0.6057
Mean (SD) 0.1 (1.9) 0.1 (1.3) 0.0219
Behavioral health disorders 
Mental illness3    
Any mental illness, n (%) 2,083 (27.5) 4,019 (25.2) 0.0002
Major depression, n (%) 82 (1.1) 166 (1.0) 0.7810
Bipolar, n (%) 232 (3.1) 448 (2.8) 0.2887
Schizophrenia/paranoia, n 
(%) 
8 (0.1) 19 (0.1) 0.7712
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Characteristic 
Respondents 
(N=7,584) 
Non-Respondents 
(N=15,937) P-value 
Other mental illness, n (%) 1,712 (22.6) 3,332 (20.9) 0.0036
Substance use disorder3     
Any substance use, n (%) 68 (0.9) 184 (1.2) 0.0725
Alcohol, n (%) 17 (0.2) 45 (0.3) 0.4158
Drug, n (%) 48 (0.6) 110 (0.7) 0.6150
Tobacco, n (%) 20 (0.3) 59 (0.4) 0.1870
Other chronic diseases  
Cancer, n (%) 23 (0.3) 31 (0.2) 0.1033
Cardiovascular, n (%) 153 (2.0) 260 (1.6) 0.0351
Cerebrovascular, n (%) 35 (0.5) 47 (0.3) 0.0428
CNS, n (%) 383 (5.1) 584 (3.7) <0.0001
Developmental disab., n (%) 293 (3.9) 434 (2.7) <0.0001
Diabetes Type 1, n (%) 1 (0.0) 0 (0.0) 0.1472
Diabetes Type 2, n (%) 23 (0.3) 17 (0.1) 0.0006
Ear, n (%) 641 (8.5) 1025 (6.4) <0.0001
Eye, n (%) 809 (10.7) 1249 (7.8) <0.0001
Genital, n (%) 190 (2.5) 261 (1.6) <0.0001
GI, n (%) 563 (7.4) 945 (5.9) <0.0001
Hematology, n (%) 85 (1.1) 152 (1.0) 0.2306
Infectious     
AIDS, n (%) 2 (0.0) 8 (0.1) 0.4074
HIV, n (%) 2 (0.0) 6 (0.0) 0.6611
   Other infectious, n (%) 663 (8.7) 1074 (6.7) <0.0001
Low birth weight, n (%) 2 (0.0) 3 (0.0) 0.7106
Metabolic, n (%) 344 (4.5) 526 (3.3) <0.0001
Perinatal Problem, n (%) 11 (0.2) 30 (0.2) 0.4579
Pregnancy, n (%) 13 (0.2) 46 (0.3) 0.0930
Pulmonary, n (%) 436 (5.8) 731 (4.6) 0.0001
Renal, n (%) 248 (3.3) 376 (2.4) <0.0001
Skeletal, n (%) 624 (8.2) 964 (6.1) <0.0001
Skin, n (%) 876 (11.6) 1,418 (8.9) <0.0001
CDPS score, mean (SD) 1.1 (1.9) 1.0 (1.4) <0.0001
1Includes members for whom language is missing. 
2As indicated by the Disability Flag in Medicaid data. 
3Members can be included in more than one category. 
 
 
3.2.2 Probability of Response 
Multivariate logistic regression was used to model the likelihood that an individual‘s 
parent or guardian responded to the survey. Adjusted odds ratios are presented in Table 
5. The presentation includes means for each independent variable for calendar years 
2007 and 2008 combined.  
The probability of responding increased at a decreasing rate as the age of the child 
increased. Response to the survey was more likely for parents of boys than girls. Black 
and Hispanic members were less likely to respond than white, non-Hispanic members. 
Those members who spoke English or Spanish were more likely to respond than 
members who spoke neither of these languages. 
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Controlling for the child’s age (in years), overall illness burden (CDPS), gender, and 
other characteristics, response to the survey among parents of children with a 
developmental disability or degenerative brain condition was higher than for those 
without these conditions. 
Parents and guardians of children who visited the ED or were hospitalized were less 
likely to respond than were those whose children had not visited an ED or did not have a 
hospital stay. Parents/guardians of children with more ambulatory care visits were more 
likely to respond. 
Table 5. Adjusted Odds of Survey Response-Children 
 Variable 
 Percent 
or Mean S.D. Odds Ratio 
MassHealth Eligibility  
Enrollment, days 440 158 >1.00 * 
Enrollment, days squared <1.00 * 
Disabled 8% 0.68 * 
Demographics 
Age, years 8 5 1.07 * 
Age, years squared <1.00 * 
Sex: Male 51% 1.09 * 
Race/Ethnicity 
   White (ref) 37%
   Black  6% 0.69 * 
   Hispanic  22% 0.70 * 
   Unknown  27% 1.18 * 
   Other 7% 0.69 * 
Primary language 
   English  82% 1.07   
   Spanish  12% 1.29 * 
   Other (ref) 6%
Overall Illness Burden 
CDPS, normalized score 1.17 1.81 1.00   
Diagnoses 
Substance use disorder 
     Alcohol <1%
     Drug 1%
Tobacco use <1%
Mental illness 
    Major depression 2% 0.93   
    Other depression 5%
    Schizophrenia <1%
    Bipolar disorder 4% 0.93   
    Anxiety disorder 4% 1.02   
Domestic violence 1%
Developmental disability or 
degenerative brain condition 5% 1.23 * 
Pregnancy <1%
Health Care Utilization 
>= 1 hospital stay 11% 0.87 * 
>= 1 ED visit 51% 0.77 * 
Ambulatory care visits 16 13 1.03 * 
Ambulatory care visits squared <1.00 * 
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 Variable 
 Percent 
or Mean S.D. Odds Ratio 
Number of observations 23,573 
   Percent correctly classified 68% 
H-L test (p-value)   0.38   
* = significant at the alpha=0.05 level; + = significant at the alpha=0.10 level on a two-tailed test.  
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown). 
In the child regression models, ALL depression is used (either major or other). 
4 Care Experiences 
CHPR’s analytic results for care experiences are presented separately for adults and 
children. The adult and child results sections contain five tables each. The first table 
displays descriptive characteristics of the survey respondents included in the model, and 
the four tables following show the odds ratios generated by the multivariate logistic 
regression model for the composites or individual questions.  
To facilitate review of these results, CHPR recommends readers focus first on the 
significant findings in the analyses table results, noted with an asterisk (* p<=0.05) or a 
plus sign (+ p<=0.10). All significant results discussed in the narrative are at the p<=0.05 
level. 
We presented the write up of the care experience results in two different formats, 
described below. These alternative presentations of results allow readers to focus either 
(1) on the individual patient experience measures included in the survey (i.e., dependent 
variables) or (2) on common characteristics of members that may be associated with 
experiences (i.e., independent variables). Readers will find as follows: 
1. A bulleted summary of significant results by dependent variable (i.e., composites 
or individual questions) appears after each regression table (tables 7-10 for 
adults and tables 12-15 for children). This format provides the reader an 
understanding of the factors that had a significantly positive or negative 
association with a particular composite or question of interest; and  
2. A narrative description of the significant results by independent variable (e.g., 
race, gender, disability, mental illness) appears at the end of the each section 
(adult and child). This format provides the reader an understanding of the 
relationships between individual member characteristics of interest and member 
perceptions of care.  
4.1 Adults 
Table 6 shows the characteristics of the adult survey respondents included in the logistic 
regression analyses. 
Table 6. Descriptive Characteristics of Survey Respondents – Adults 
 
 
Respondents 
(N=6,442) 
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Variable  Percent or Mean (SD)
MassHealth Eligibility  
Enrollment, days 521 (163)
Disabled 40%
Demographics 
Age, years 42 (13)
Sex: Male 27%
Race/Ethnicity 
   White (ref) 56%
   Black  8%
   Hispanic  28%
   Unknown 2%
   Other 7%
Primary language 
   English  72%
   Spanish  18%
   Other (ref) 10%
Overall Illness Burden 
CDPS, normalized score 1.3 (1.3)
Diagnoses 
Substance use disorder 
     Alcohol 8%
     Drug 10%
Tobacco use 
Mental illness 
    Major depression 20%
    Other depression 29%
    Schizophrenia 3%
    Bipolar disorder 12%
    Anxiety disorder 22%
Domestic violence 1%
Degenerative brain condition 5%
Pregnancy 5%
Health Care Utilization 
>= 1 hospital stay 25%
>= 1 ED visit 59%
Ambulatory care visits 21 (21)
Provider Type 
Provider type: Group (ref) 61%
Provider type: Solo Practice 5%
Provider type: CHC 21%
Provider type: Other 13%
Provider type: Missing <1%   
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4.1.1 Doctor and Patient Interaction 
Table 7 shows the results of the logistic regression model to examine factors associated 
with the Quality of Doctor and Patient Interaction dimension of care. The composites 
displayed in this table are Communication (how well doctors communicate with patients), 
Knowledge of Patient (how well doctors know their patients), and Health Promotion (how 
well doctors give preventive care and advice). As discussed in Section 2.4, the two 
questions in the Integration of Care composite (how well doctors coordinate care) were 
analyzed and reported separately (labeled Test Results and Informed of Specialists in 
the table below).11  
 
Table 7. Adjusted Odds of Reporting Good Care on Quality of Doctor and Patient 
Interaction Composites - Adults 
Communication Knowledge 
Health 
Promotion 
Test 
__Results__ 
Informed  of 
_Specialists_ 
 Variable Odds Ratio Odds Ratio Odds Ratio Odds Ratio Odds Ratio 
MassHealth Eligibility  
Enrollment, days 1.00   1.00   1.00   1.00   1.00   
Disabled 1.19   1.21 + 1.18 * 
Demographics 
Age, years 1.01 * 1.02 * 1.06 * 1.02 * 1.03 * 
Age, years squared <1.00 * 
Sex: Male 1.15   1.13   1.00   1.26 * 1.10   
Race/Ethnicity 
   White (ref) 
   Black  1.65 * 1.18   1.48 * 0.94   1.00   
   Hispanic  1.70 * 1.75 * 1.43 * 0.98   1.35 + 
   Unknown 1.05   0.91   0.64 + 0.64   3.84 + 
   Other 0.81   1.00   1.01   0.81   0.70   
Primary language 
   English  1.24   0.86   1.00   1.00   1.04   
   Spanish  1.44   0.87   0.95   0.91   1.37   
   Other (ref) 
Overall Illness Burden 
CDPS, normalized 
score 1.11 + 1.07 1.04 1.02   1.13 * 
Diagnoses 
Substance use disorder 
Alcohol 0.90   1.15   0.92   1.09   0.74   
Drug 0.73 + 0.86   0.96   0.97   0.76 + 
Tobacco use 1.34 * 1.28 * 1.30 * 1.02   1.17   
Mental illness 
Major depression 0.69 * 0.66 * 1.03   0.75 * 0.88   
Other depression 0.90   0.99   1.49 * 1.10   1.20   
                                                
11 As discussed in Section 2.4 and further detailed in Appendix E, CHPR calculated internal 
consistency coefficients for each adult composite. These coefficients summarize the extent to 
which all survey items included in a composite were associated with each other. This analysis 
determined that the two items under Integration of Care did not make an adequate composite 
measure therefore the items were analyzed separately in the logistic regression models. 
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Communication Knowledge 
Health 
Promotion 
Test 
__Results__ 
Informed  of 
_Specialists_ 
 Variable Odds Ratio Odds Ratio Odds Ratio Odds Ratio Odds Ratio 
Schizophrenia 0.70   0.59 * 0.71 * 0.60 * 0.79   
Bipolar disorder 0.88   0.93   0.85 + 0.96   1.08   
Anxiety disorder 1.05   0.99   1.23 * 1.03   0.92   
Domestic violence 0.70   0.61   0.68   0.79   0.76   
Degenerative brain 
condition 1.43   1.46 + 1.48 * 0.93   2.36 * 
Pregnancy 1.48   1.25   0.87   0.91   1.32   
Health Care Utilization 
>= 1 hospital stay 1.12   1.15   0.93   1.10   1.07   
>= 1 ED visit 0.83 + 0.88   0.98   0.81 * 0.84   
Ambulatory care visits 0.99 * <1.00 * 1.01 * <1.00 + 1.00   
Ambulatory care visits, 
squared       <1.00 *        
Provider Type 
  Group (ref) 
  Solo Practice 1.21   1.31   1.18   0.71 + 1.60   
  CHC 0.61 * 0.69 * 0.93   0.59 * 0.84   
  Other 1.10   1.24   1.10   0.88   0.89   
  Missing 1.03   0.79   0.60   0.68   0.37   
Number of observations 5793 5826 5759 4732 3493
Percent ‘good’ score 91% 86% 61% 80% 83%
   Percent correctly 
classified 91% 86% 64% 81%   83%  
H-L test (p-value) 0.36   0.30   0.32   0.42   0.18   
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-
tailed t-test. 
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
 
As shown in Table 7, the patient characteristics associated with a significantly more or 
less positive response on each composite or question in the Quality of Doctor and 
Patient Interaction dimension of care are bulleted below. 
The following patient characteristics were associated with a significantly more positive 
response on the Communication composite: 
 An increase of one year in age 
 Black or Hispanic race 
 Tobacco use 
 
The following patient characteristics were associated with a significantly less positive 
response on the Communication composite: 
 Major depression 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the study timeframe 
 Community Health Center as primary care provider 
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The following patient characteristics were associated with a significantly more positive 
response on the Knowledge composite: 
 An increase of one year in age 
 Hispanic race 
 Tobacco use 
 
The following patient characteristics were associated with a significantly less positive 
response on the Knowledge composite: 
 Major depression 
 Schizophrenia 
 An increase by one in the total number of ambulatory care visits, for any reason, 
during the timeframe 
 Community Health Center as primary care provider 
 
The following patient characteristics were associated with a significantly more positive 
response on the Health Promotion composite: 
 Disability 
 An increase in one year of age; the odds of reporting good care on the health 
promotion composite increased at a decreasing rate with age. That is, every 
increase of one year in age was associated with better reported care but each 
year of age added less to this experience than the previous year.  
 Black or Hispanic race/ethnicity 
 Tobacco use 
 Mental illness (other depression, bipolar disorder, anxiety disorder) 
 Degenerative brain condition 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe; the odds of reporting good care on the health 
promotion composite increased at a decreasing rate with the number of 
ambulatory care visits. That is, more visits were associated with better reported 
care but each additional visit added less to this experience than the prior visit. 
 
The following patient characteristics were associated with a significantly less positive 
response on the Health Promotion composite: 
 Schizophrenia 
 
The following patient characteristics were associated with a significantly more positive 
response on the Integration question regarding if the doctor followed up with patient to 
give test results: 
 An increase of one year in age 
 Male gender 
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The following patient characteristics were associated with a significantly less positive 
response on the Integration question regarding if the doctor followed up with the patient 
to give test results: 
 Mental illness (major depression, schizophrenia) 
 One or more ED visits, for any reason, during the timeframe 
 Community Health Center as primary care provider 
 
The following patient characteristics were associated with a significantly more positive 
response on the Integration question regarding if the doctor was informed about 
patient’s specialist care: 
 Disability 
 An increase of one year in age 
 A rise in illness burden (CDPS) 
 Degenerative brain condition 
 
There were no patient characteristics associated with a significantly less positive 
response on the Integration question regarding if the doctor was informed about 
patient’s specialist care. 
4.1.2 Organizational Aspects of Care 
Table 8 shows the results of the logistic regression model to examine factors associated 
with the Organizational Aspects of Care dimension. The composites displayed in this 
table are Access (getting timely appointments, care and information), Visit Continuity 
(seeing your own doctor), Office Staff (getting quality care from front-office staff in the 
doctor’s office), and Clinical Team (getting quality care from other doctors and nurses in 
the office.  
Table 8. Adjusted Odds of Reporting Good Care on Organizational Aspects of 
Care Composites - Adults 
__Access__ 
Visit-Based 
_Continuity_ Office Staff Clinical Team 
 Variable Odds Ratio Odds Ratio Odds Ratio Odds Ratio 
MassHealth Eligibility  
Enrollment, days 1.00   1.00   1.00   1.00   
Disabled 1.19 + 1.02   1.25 * 1.14   
Demographics 
Age, years 1.02 * 1.02 * 1.03 * 1.01 + 
Sex: Male 1.10   1.34 * 1.40 * 1.40 * 
Race/Ethnicity 
   White (ref) 
   Black  0.81 + 0.91   0.90   1.18   
   Hispanic  1.05   0.82   1.08   1.19   
   Unknown 0.91   0.79   1.66   0.81   
   Other 0.77   0.72 + 0.61 * 0.93   
Primary language 
   English  1.48 * 0.97   1.13   1.42 + 
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__Access__ 
Visit-Based 
_Continuity_ Office Staff Clinical Team 
 Variable Odds Ratio Odds Ratio Odds Ratio Odds Ratio 
   Spanish  1.54 * 1.22   1.34   1.80 * 
   Other (ref) 
Overall Illness Burden 
CDPS, normalized score 1.07   1.07   1.03   1.00   
Diagnoses 
Substance use disorder 
     Alcohol 1.21   1.10   0.99   1.23   
     Drug 0.88   0.67 * 1.15   0.70 * 
Tobacco use 1.24 * 1.06   1.10   1.33 * 
Mental illness 
    Major depression 0.97   0.98   0.78 * 0.73 * 
    Other depression 1.03   1.16   1.02   1.16   
    Schizophrenia 0.69 + 0.72   0.97   0.58 * 
    Bipolar disorder 0.90   0.78 * 0.89   0.98   
    Anxiety disorder 0.90   1.04   0.95   0.98   
Domestic violence 0.87   0.86   0.78   0.48 * 
Degenerative brain condition 0.96   1.29   1.05   0.94   
Pregnancy 0.85   0.93   1.12   0.99   
Health Care Utilization 
>= 1 hospital stay 1.09   1.07   1.10   0.92   
>= 1 ED visit 1.01   0.89   0.83 * 0.82 * 
Ambulatory care visits 1.00   1.00   <1.00 * <1.00 * 
Provider Type 
  Group (ref) 
  Solo Practice 0.64 * 1.31   0.81   0.92   
  CHC 0.40 * 0.89   0.43 * 0.61 * 
  Other 0.83   1.18   0.62 * 0.81   
  Missing 1.09   0.60   0.69   0.90   
Number of observations 5533 5761 6090 3696
   Percent ‘good’ score 79% 84% 88% 83%
   Percent correctly classified 79% 84% 89% 83%
H-L test (p-value) 0.42   0.36   0.15   0.23   
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-tailed t-
test. 
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
 
As shown in Table 8, the patient characteristics associated with a significantly more or 
less positive response on each composite in the Organizational Aspects of Care 
dimension are bulleted below. 
The following patient characteristics were associated with a significantly more positive 
response on the Access composite: 
 An increase of one year in age 
 English or Spanish primary language 
 Tobacco use 
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The following patient characteristics were associated with a significantly less positive 
response on the Access composite: 
 Community Health Center or Solo Practitioner as primary care provider 
 
The following patient characteristics were associated with a significantly more positive 
response on the Visit Continuity composite:  
 An increase of one year in age 
 Male gender 
 
The following patient characteristics were associated with a significantly less positive 
response on the Visit Continuity composite: 
 Substance use disorders (drugs) 
 Mental illness (bipolar disorder) 
 
The following patient characteristics were associated with a significantly more positive 
response on the Office Staff composite: 
 Disability 
 An increase of one year in age 
 Male gender 
 
The following patient characteristics were associated with a significantly less positive 
response on the Office Staff composite: 
 Race other than white, black or Hispanic 
 Mental illness (major depression) 
 One or more ED visits, for any reason, during the timeframe 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe 
 Community Health Center or other type of provider as primary care provider 
 
The following patient characteristics were associated with a significantly more positive 
response on the Clinical Team composite:  
 Male gender 
 Spanish primary language 
 Tobacco use 
 
The following patient characteristics were associated with a significantly less positive 
response on the Clinical Team composite: 
 Substance use disorder (drugs) 
 Mental illness (major depression, schizophrenia) 
                                                                          In-Depth Analyses of the MassHealth MHQP Member Experience Survey Data | 30 
Final Report - October 2011  
 Domestic violence 
 One or more ED visits, for any reason, during the timeframe 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe 
 Community Health Center as primary care provider 
 
4.1.3 Behavioral Health Experiences 
Table 9 shows the results of the logistic regression model to examine factors associated 
with behavioral health experiences. The results reported were based on individual 
questions in the survey, rather than composites. The questions were:  
In the last 12 months: 
 did your personal doctor you how often, if at all, you used drugs or alcohol?  
 did you get any counseling or treatment for a personal or family problem, 
including drug or alcohol use? 
 how often did your personal doctor seem informed and up-to-date about 
counseling or treatment you received for a personal or family problem, including 
drug or alcohol use? 
 
Table 9. Adjusted Odds of Reporting Good Care on Behavioral Health Questions - 
Adults 
Doctor Asked  
About Drug Use Received Counseling 
Doctor  
Informed of Care 
 Variable Odds Ratio Odds Ratio Odds Ratio 
MassHealth Eligibility  
Enrollment, days 1.00   1.00   >1.00 + 
Disabled 0.78 * 1.05   1.13   
Demographics 
Age, years 0.99 + 1.01   1.02 + 
Sex: Male 1.24 * 1.34 + 1.17   
Race/Ethnicity 
   White (ref) 
   Black  1.28 * 0.81   1.32   
   Hispanic  1.59 * 0.83   1.43   
   Unknown 0.69   0.62   0.20 * 
   Other 0.82   1.28   1.24   
Primary language 
   English  0.95   1.30   1.76   
   Spanish  0.77   1.86   1.55   
   Other (ref) 
Overall Illness Burden 
CDPS, normalized score 1.02   1.01   1.25 * 
Diagnoses 
Substance use disorder 
     Alcohol 1.91 * 1.34   1.00   
     Drug 1.18   2.17 * 1.22   
Tobacco use 1.55 * 0.62 * 1.02   
Mental illness 
    Major depression 0.94   4.34 * 1.19   
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Doctor Asked  
About Drug Use Received Counseling 
Doctor  
Informed of Care 
 Variable Odds Ratio Odds Ratio Odds Ratio 
    Other depression 1.24 * 1.49 * 0.93   
    Schizophrenia 0.57 * 2.28 * 0.88   
    Bipolar disorder 0.98   2.56 * 1.43   
    Anxiety disorder 1.14 + 1.34 + 0.84   
Domestic violence 1.50   0.84   2.97   
Degenerative brain condition 0.78 + 0.76   1.50   
Pregnancy 1.04   0.44   6.32 + 
Health Care Utilization 
>= 1 hospital stay 0.95   0.90   1.14   
>= 1 ED visit 1.00   1.59 * 0.94   
Ambulatory care visits 1.00   1.00   1.00   
Provider Type 
  Group (ref) 
  Solo Practice 0.99   0.80   0.88   
  CHC 1.22 * 1.73 * 0.82   
  Other 1.22 + 1.30   0.86   
  Missing 0.58   0.45   0.53   
Number of observations 5627 1172 789
   Percent ‘good’ score 69% 70% 77%
   Percent correctly classified 69% 76% 78%
H-L test (p-value) 0.36   0.10   0.11   
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-tailed t-
test. 
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
 
As shown in Table 9, the patient characteristics associated with a significantly more or 
less positive response on each behavioral health question are bulleted below. 
The following patient characteristics were associated with a significantly more positive 
response on the behavioral health question regarding if the doctor asked about drug or 
alcohol use: 
 Male gender 
 Black or Hispanic race/ethnicity 
 Substance use disorder (alcohol) 
 Tobacco use 
 Mental illness (other depression) 
 Community Health Center as primary care provider 
 
The following patient characteristics were associated with a significantly less positive 
response on the behavioral health question regarding if the doctor asked about drug or 
alcohol use: 
 Disability 
 Mental illness (schizophrenia) 
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The following patient characteristics were associated with a significantly more positive 
response on the behavioral health question regarding receiving counseling or treatment 
for a personal or family problem, including drug or alcohol use: 
 Substance use disorder (drugs) 
 Mental illness (major depression, other depression, schizophrenia, bipolar 
disorder) 
 One or more ED visits, for any reason, during the timeframe 
 Community Health Center as primary care provider 
 
The following patient characteristics were associated with a significantly less positive 
response on the behavioral health question regarding receiving counseling or treatment 
for a personal or family problem, including drug or alcohol use: 
 Tobacco use 
 
The following patient characteristics was associated with a significantly more positive 
response on the behavioral health question regarding if the doctor was informed of 
counseling or treatment for a personal or family problem, including drug or alcohol use: 
 A rise in illness burden (CDPS) 
 
The following patient characteristic was associated with a significantly less positive 
response on the behavioral health question regarding if doctor was informed of 
counseling or treatment for a personal or family problem, including drug or alcohol use: 
 Unknown race/ethnicity 
4.1.4 Rating of Doctor and Health Status 
Table 10 shows the results of the logistic regression model to examine factors 
associated with overall satisfaction with providers (both rating the doctor highly and 
being willing to recommend the doctor to others), and self-rating health as good-
excellent or very good to excellent. These binary outcomes are similar to the good/bad 
summary measures for patient experience composites, described above in section 2.6.2.   
Table 10. Adjusted Odds of Positive Rating of Doctor and Health Status - Adults 
High Rating and 
Recommend Doctor
Health Rated Good-
__Excellent__ 
Health Rated Very Good 
___- Excellent___ 
 Variable Odds Ratio Odds Ratio Odds Ratio 
MassHealth Eligibility        
Enrollment, days 1.00   1.00   1.00   
Enrollment, days squared       
Disabled 1.00   0.39 * 0.48 * 
Demographics    
Age, years 1.02 * 0.93 * 0.98 * 
Age, years squared  >1.00 *  
Sex: Male 1.29 * 0.94   0.93   
Race/Ethnicity    
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High Rating and 
Recommend Doctor
Health Rated Good-
__Excellent__ 
Health Rated Very Good 
___- Excellent___ 
 Variable Odds Ratio Odds Ratio Odds Ratio 
   White (ref)    
   Black  1.64 * 1.10   1.10   
   Hispanic  1.30 * 0.87   1.07   
   Unknown 1.29   1.20   1.05   
   Other 0.94   0.93   0.56 * 
Primary language    
   English  1.04   0.85   0.99   
   Spanish  1.20   0.50 * 0.81   
   Other (ref)      
Overall Illness Burden    
CDPS, normalized score 1.00   0.89 * 0.77 * 
CDPS normalized score squared   1.02 * 
Diagnoses    
Substance use disorder    
     Alcohol 0.96   1.09   0.93   
     Drug 0.89   0.92   0.83   
Tobacco use 1.11   0.73 * 0.73 * 
Mental illness    
    Major depression 0.79 * 0.70 * 0.79 * 
    Other depression 1.07   0.83 * 0.69 * 
    Schizophrenia 0.61 * 1.62 * 1.53 * 
    Bipolar disorder 0.93   1.13   0.90   
    Anxiety disorder 0.95   0.89   0.88   
Domestic violence 0.77   0.89   1.43   
Degenerative brain condition 1.51 * 1.17   1.57 * 
Pregnancy 1.18   1.07   1.21   
Health Care Utilization    
>= 1 hospital stay 1.08   1.06   1.04   
>= 1 ED visit 0.89   0.81 * 0.87 * 
Ambulatory care visits <1.00 * 0.98 * 0.98 * 
Ambulatory care visits, squared  >1.00 * >1.00 * 
Provider Type    
  Group (ref)    
  Solo Practice 1.20   0.59 * 0.64 * 
  CHC 0.69 * 0.94   0.92   
  Other 0.96   1.20   1.04   
  Missing 0.72   3.71 + 1.07   
Number of observations 5692   6088   6088  
   Percent ‘good’ score 82%  63%  31%
   Percent correctly classified 82% 72% 72%
H-L test (p-value) 0.33  0.17  0.01  
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-
tailed t-test.  
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
 
As shown in Table 10, the patient characteristics associated with a significantly more or 
less positive response on each rating are bulleted below. 
The following patient characteristics were associated with a significantly more positive 
response on rating and recommending doctor: 
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 An increase of one year in age 
 Male gender 
 Black or Hispanic race/ethnicity 
 Degenerative brain condition/developmental disability 
 
The following patient characteristics were associated with a significantly less positive 
response on rating and recommending doctor: 
 Mental Illness (major depression, schizophrenia) 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe; the odds of respondents’ rating their health as 
good-excellent or very good-excellent fell at a decreasing rate with the number of 
ambulatory care visits. That is, more visits were associated with a lower rating 
but each additional visit had a smaller negative effect than the prior visit. 
 Community Health Center as primary care provider 
 
The following patient characteristic was associated with a significantly more positive 
response on rating health as good to excellent: 
 Mental illness (schizophrenia) 
 
The following patient characteristics were associated with a significantly less positive 
response on rating health as good to excellent: 
 Disability 
 An increase of one year in age; the odds of the respondent rating their health as 
good to excellent decreased at a decreasing rate. In other words, as respondents 
get older, the odds of rating their health as good-excellent decreased but each 
year had a slightly smaller negative effect on health rating than did the prior year.  
 Spanish primary language 
 A rise in illness burden (CDPS) 
 Tobacco use 
 Mental illness (major depression, other depression) 
 One or more ED visits, for any reason, during the timeframe 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe; the odds of respondents’ rating their health as 
good-excellent fell at a decreasing rate with the number of ambulatory care visits. 
That is, more visits were associated with a lower rating but each additional visit 
had a smaller negative effect than the prior visit. 
 Solo Practitioner as primary care provider 
 
The following patient characteristics were associated with a significantly more positive 
response on rating health as very good to excellent: 
 Mental illness (schizophrenia) 
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 Degenerative brain condition/developmental disability 
 
The following patient characteristics were associated with a significantly less positive 
response on rating health as very good to excellent: 
 Disability 
 An increase in one year of age 
 Race other than white, black or Hispanic 
 A rise in illness burden; the odds of rating one’s health as very good-excellent 
were lower the higher an individual’s overall illness burden. However, the odds 
fell at a decreasing rate with CDPS score. 
 Tobacco use 
 Mental illness (major depression, other depression) 
 One or more ED visits, for any reason, during the timeframe 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe; the odds of respondents’ rating their health as very 
good-excellent fell at a decreasing rate with the number of ambulatory care visits. 
That is, more visits were associated with a lower rating but each additional visit 
had a smaller negative effect than the prior visit. 
 Solo Practitioner as primary care provider 
 
 
4.1.5 Results by Independent Variable - Adults 
The following narrative describes the results for each independent variable as shown in 
Tables 7 through 10 above. This format provides the reader an understanding of the 
relationships between individual member characteristics of interest and member 
perceptions of care.  All significant results discussed are at the p≤0.05 level. Refer to the 
tables above for results at the p≤0.10 level of statistical significance. 
Length of enrollment 
 The number of days enrolled in MassHealth during the study period was not 
significantly associated with response to any of the composites or behavioral health 
questions, overall doctor rating, or health self-rating questions. 
Disabled 
 Respondents enrolled in MassHealth owing to a disability were significantly more 
likely than others to report positive experiences with health promotion and office 
staff. They were also more likely to report that their doctor seemed usually to be 
informed and up-to-date about care received from specialists. 
 Respondents who qualify for Medicaid because of a disability were less likely to 
report that their doctor asked about drug use. 
 These respondents were also less likely to rate overall health as good-excellent or 
very good-excellent. 
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Age  
 Older respondents were generally more likely to have a favorable response to most 
composites and questions, with a few exceptions. 
 For every increase of one year in age, respondents were significantly less likely to 
rate their health as very good to excellent. 
 The odds of the respondent rating their health as good to excellent fell at a 
decreasing rate with age. In other words, as respondents get older, the odds of rating 
their health as good-excellent decreased but each year has a slightly smaller 
negative effect on health rating than did the prior year. 
 The odds of reporting good care on the health promotion composite increased at a 
decreasing rate with age. That is, every increase of one year in age was associated 
with better reported care but each year of age added less to this experience than the 
previous year. 
 There was no association between age and reporting receiving counseling or 
treatment for a personal or family problem, including drug or alcohol use. 
Gender 
 Males were significantly more likely to assess their experiences positively with visit 
continuity, office staff and the clinical team. Males were also significantly more likely 
to report receiving test results from their doctor, to have their doctor discuss drug or 
alcohol use, and to simultaneously rate their doctor highly and say that they would 
recommend their doctor. 
Race/ethnicity 
 Compared to white respondents, black and Hispanic respondents were significantly 
more likely to assess their experiences positively with communication and health 
promotion. Black and Hispanic respondents were also significantly more likely to 
both rate their doctor highly and recommend their doctor, and to report that their 
doctor discussed drug or alcohol use. 
 Hispanic respondents were also more likely than white respondents to assess their 
experiences positively with their doctor’s knowledge of them as a patient. 
 Those with a race other than black or Hispanic were significantly more likely than 
whites to assess their experiences negatively with office staff and significantly less 
likely to assess their health status as very good or excellent. 
Primary language 
 Respondents whose primary language was English or Spanish were significantly 
more likely to assess their experiences positively with access than respondents who 
spoke a different language. Spanish speakers were also more likely to assess their 
experiences positively with the clinical team, and significantly less likely to rate their 
overall health status as good to excellent. 
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Overall illness burden/Chronic Illness and Disability Payment System (CDPS) score 
 A rise in illness burden was associated with a significantly more favorable response 
for, reporting that the doctor was informed about care received by specialists, and 
informed of behavioral health counseling.  
 Not surprisingly, the odds of rating one’s health as good-excellent or very good-
excellent were lower the higher an individual’s overall illness burden. However, the 
odds fell at a decreasing rate with CDPS score for very good-excellent self rating of 
health. The illness burden that minimizes odds of reporting very good health was 7.6 
times higher than average illness burden. 
Substance use disorder 
 Respondents with a diagnosis of drug use/dependency were significantly less likely 
to have favorable responses for visit continuity and clinical team and more likely to 
report receiving counseling or treatment for a personal or family problem, including 
drug or alcohol use. Respondents with a diagnosis of alcohol abuse/dependency 
were significantly more likely to report that their doctor discussed drug or alcohol use 
with them. 
Tobacco use 
 Respondents with a diagnosis of tobacco use/dependency/cessation were 
significantly more likely than those without a tobacco use diagnosis to have positive 
experiences with provider communication, provider’s knowledge of them as a patient, 
health promotion, access, and clinical team composite questions.  
 Respondents were also more likely to report that their doctor talked with them about 
drug or alcohol use. However, these respondents were less likely to report receiving 
counseling or treatment for a personal or family problem, including drug or alcohol 
use, or to rate their health as good-excellent, or very good–excellent. 
Major depression 
 Respondents with major depression were more likely than those without this 
diagnosis to report having their doctor ask about drug or alcohol use. 
 Respondents with major depression were less likely to have favorable responses for 
provider communication, knowledge, office staff, and clinical team composites and 
were less likely to report that their doctor followed up with them regarding test 
results. They were also less likely than those without a major depression diagnosis to 
recommend or to rate their doctor highly, or to rate their health as good-excellent or 
very good–excellent. 
Other depression 
 Respondents with a diagnosis of other depression were more likely to have a 
favorable response to health promotion questions and to report that their doctor 
discussed drug or alcohol use, and to report that they received counseling for a 
personal or family problem, including drug or alcohol use. 
 They were less likely, however, to rate their health as good-excellent, or very good–
excellent. 
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Schizophrenia 
 Respondents with a schizophrenia diagnosis were less likely to have a favorable 
response to knowledge of patient, health promotion and clinical team composite 
questions. They were also less likely to report that their doctor followed up with them 
regarding test results or discussed drug or alcohol use with them. They were also 
less likely to recommend or to rate their doctor highly. 
 These respondents were more likely to report that they received counseling for a 
personal or family problem, including drug or alcohol use. and to rate their health as 
good-excellent or very good-excellent 
Bipolar disorder 
 Respondents diagnosed with a bipolar disorder were less likely to have a favorable 
response to the visit continuity question, and were more likely to report that they 
received counseling for a behavioral health problem. 
Anxiety disorder 
 Respondents with an anxiety disorder were more likely to respond favorably to the 
health promotion questions. 
Domestic violence 
 Respondents who experienced an episode of domestic violence were significantly 
less likely to respond favorably to the composite questions about the clinical team. 
Degenerative brain condition/developmental disability: 
 Having a diagnosis of a developmental disability or degenerative brain condition was 
associated with a favorable response to health promotion, a high doctor rating, and 
recommending their doctor. Respondents with one of these diagnoses were also 
significantly more likely to report that the doctor seemed informed and up-to-date 
about the care received from specialist doctors. Respondents with a developmental 
disability or degenerative brain condition were significantly more likely to rate their 
health as very good to excellent. 
Pregnancy 
 Being pregnant during the study period did not have an association with reports 
about any patient experiences. 
Number of hospitalizations 
 There was no significant difference reported in experience of care among 
respondents who had one or more hospital stays and respondents who were not 
hospitalized. 
Number of Emergency Department (ED) visits 
 Respondents that had at least one ED visit during the timeframe were significantly 
more likely to report receiving counseling or treatment for a personal or family 
problem, including drug or alcohol use. 
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 Having at least one ED visit during the timeframe was associated with significantly 
less favorable reports about interaction with office staff and the clinical team, and 
receiving follow-up on test results from the doctor’s office. These respondents were 
also less likely to rate their health as good-excellent, or very good–excellent. 
Number of ambulatory care visits12 
 Although the marginal effect of each additional visit was small, having more 
ambulatory care visits during the timeframe had a significant positive association with 
response to health promotion, and a significantly negative association with response 
on several other composites and questions, including communication, knowledge, 
office staff, clinical team, and receiving follow up on test results from the doctor’s 
office. Controlling for chronic conditions, age, gender, and other member 
characteristics, respondents with more ambulatory care visits were also significantly 
less likely to recommend or to rate their doctor highly. 
 
 The odds of reporting good care on the health promotion composite increased at a 
decreasing rate with the number of ambulatory care visits. That is, more visits were 
associated with better reported care but each additional visit added less to this 
experience than the prior visit. Beyond a certain number of visits (98 in two years), 
seeing the doctor more often did not increase the odds of MassHealth members 
reporting that they received information on healthy behaviors. 
 
 The odds of respondents’ rating their health as good-excellent or very good-excellent 
fell at a decreasing rate with the number of ambulatory care visits. That is, more 
visits were associated with a lower rating but each additional visit had a smaller 
negative effect than the prior visit. Beyond a certain number of visits, seeing the 
doctor more often did not decrease the odds of respondents reporting that their 
health is good-excellent (469 visits) or very good to excellent (484 visits).  
Provider Type 
 Provider type is grouped into four categories: group practice, community health 
center, solo practitioner and other practice types (NPs, outpatient departments and 
hospital-based community health centers). Group practice is the reference group for 
these analyses. 
 Compared to respondents in a group practice, respondents who received care at 
a community health center were significantly less likely to have a favorable 
response on all of the composites except visit continuity. They were also less 
likely to recommend and rate their doctor highly, or to report receiving follow-up 
on test results from their doctor’s office. They were significantly more likely to 
report that their doctor discussed alcohol and drug use, and to report that they 
                                                
12 Ambulatory visits include outpatient, physician and medical services received at provider 
offices, community health centers, acute outpatient hospitals, or hospital-licensed health centers. 
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received counseling or treatment for a personal or family problem, including drug 
or alcohol use. 
 Respondents who received care from a solo practitioner were significantly less 
likely than those receiving care in group practices to have a favorable response 
regarding access and receiving test results from their doctor’s office. They were 
also less likely to rate their health as good-excellent, or very good–excellent. 
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4.2 Children 
 Table 11 shows the characteristics of the child survey respondents included in the 
logistic regression analyses. 
Table 11. Descriptive Characteristics of Survey Respondents - Children 
Variable 
Respondents 
_____(N=7,548)_____ 
Percent or Mean (SD)  
 
MassHealth Eligibility   
Enrollment, days 448 (151)   
Disabled 7%  
Demographics  
Age, years 8 (5)  
Sex: Male 52%  
Race/Ethnicity  
   White (ref) 52%  
   Black  9%  
   Hispanic  31%  
   Unknown  4%  
   Other 5%  
Primary language  
   English  77%  
   Spanish  15%  
   Other (ref) 8%  
Overall Illness Burden  
CDPS, normalized score 1.27 (2.11)  
Diagnoses  
Mental illness  
    Depression 6%  
    Bipolar disorder 4%  
    Anxiety disorder 4%  
Developmental disability or degenerative brain 
condition 6% 
 
Health Care Utilization  
>= 1 hospital stay 10%  
>= 1 ED visit 47%  
Ambulatory care visits 17 (13)  
Provider Type  
Provider type: Group (ref) 72%  
Provider type: Solo Practice 3%  
Provider type: CHC 13%  
Provider type: Other 10%  
Provider type: Missing 3%  
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4.2.1 Doctor and Patient Interaction 
Table 12 shows the results of the logistic regression model to examine factors 
associated with the Quality of Doctor and Patient Interaction dimension of care. The 
composites displayed in this table are Communication (how well doctors communicate 
with patients), Knowledge of patient (how well doctors know their patients), and Health 
Promotion (how well doctors give preventive care and advice). As discussed in Section 
2.4, the two questions in the Integration of Care composite (how well doctors coordinate 
care) were analyzed and reported separately (labeled Test Results and Informed of 
Specialists in the table below).13 
 
Table 12: Adjusted Odds of Reporting Good Care on Quality of Doctor and Patient 
Interaction Composites- Children 
Communication Knowledge Health Promotion Test Results 
Informed of 
_Specialists_ 
 Variable Odds Ratio Odds Ratio Odds Ratio Odds Ratio Odds Ratio 
MassHealth Eligibility  
Enrollment, days 1.00   1.00   1.00   1.00   <1.00 + 
Disabled 1.18   0.87   0.97   0.97   1.33   
Demographics 
Age, years 0.99   0.98 * 0.95 * 1.13 * 1.02   
Age, years squared 0.99 * 
Sex: Male 1.01   0.88   0.90   1.01   1.02   
Race/Ethnicity 
   White (ref) 
   Black  0.50 * 0.51 * 0.98   0.55 * 0.49 * 
   Hispanic  0.86   1.01   1.18   0.64 * 1.12   
   Unknown  0.58   0.56 * 1.15   0.44 * 0.47 + 
   Other 0.53 * 0.35 * 0.48 * 0.50 * 0.52 + 
Primary language 
   English  3.02 * 1.42 * 1.68 * 1.12   1.05   
   Spanish  2.68 * 0.99   1.05   0.83   0.90   
   Other (ref) 
Overall Illness Burden 
CDPS, normalized score 1.00   1.00   1.02   0.97   1.05   
Diagnoses 
Mental illness 
    Depression 1.17   1.20   1.11   1.07   0.75   
    Bipolar disorder 0.53 + 0.59 * 0.75   0.83   0.88   
    Anxiety disorder 0.83   0.83   1.04   1.22   1.20   
Developmental disability or   
degenerative brain condition 0.54 * 0.76   0.80   0.82   0.72   
                                                
13 As discussed Section 2.4 and further detailed in Appendix E, CHPR calculated internal 
consistency coefficients for each child composite. These coefficients summarize the extent to 
which all survey items included in a composite were associated with each other. This analysis 
determined that the two items under Integration of Care did not make an adequate composite 
measure, therefore the items were analyzed separately in the logistic regression models. 
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Health Care Utilization 
>= 1 hospital stay 0.86   1.07   1.02   1.13   1.23   
>= 1 ED visit 0.78 + 0.79 * 0.75 * 1.15   0.99   
Ambulatory care visits 1.01   1.00   1.00   1.00   1.01 * 
Provider Type 
Provider type: Group (ref) 
Provider type: Solo Practice 2.84   1.77   1.08   0.91   1.45   
Provider type: CHC 0.73   0.60 * 0.73 * 0.63 * 0.68   
Provider type: Other 0.63 + 0.57 * 0.74 + 0.49 * 0.78   
Provider type: Missing 1.31   0.76   1.01   1.01   0.68   
Number of observations 6,915 6,877 6,597 2,952 2,275
   Percent ‘good’ score 97% 92% 88% 81% 88%
   Percent correctly classified 97% 92% 89% 81% 88%
H-L test (p-value) 0.23   0.35   0.36   0.45   0.28   
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-tailed t-test. 
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
  
As shown in Table 12, the patient characteristics associated with a significantly more or 
less positive response on each composite or question in the Quality of Doctor and 
Patient Interaction dimension of care are bulleted below. 
The following patient characteristic was associated with a significantly more positive 
response on the Communication composite: 
 English or Spanish primary language 
 
The following patient characteristics were associated with a significantly less positive 
response on the Communication composite:  
 Race/ethnicity other than white or Hispanic 
 Developmental disability or degenerative brain condition 
 
The following patient characteristic was associated with a significantly more positive 
response on the Knowledge composite:  
 English primary language 
 
The following patient characteristics were associated with a significantly less positive 
response on the Knowledge composite: 
 An increase of one year in age 
 Black, other or unknown race/ethnicity 
 Mental illness (bipolar disorder) 
 One or more ED visits, for any reason, during the timeframe 
 Community Health Center or other provider type as primary care provider 
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The following patient characteristic was associated with a significantly more positive 
response on the Health Promotion composite:  
 English primary language 
 
The following patient characteristics were associated with a significantly less positive 
response on the Health Promotion composite: 
 An increase of one year in age 
 Race/ethnicity other than white, black or Hispanic 
 One or more ED visits, for any reason, during the timeframe 
 Community Health Center as primary care provider 
 
The following patient characteristic was associated with a significantly more positive 
response on the Integration question regarding if the doctor followed up with patient to 
give test results: 
 An increase of one year in age; the odds of reporting receiving follow-up on test 
results from their child’s doctor’s office increased at a decreasing rate with each 
additional year of the child’s age. That is, as respondents’ children get older, the 
odds increased, but each additional year of age added less to this experience 
than the prior year. 
 
The following patient characteristics were associated with a significantly less positive 
response on the Integration question regarding if the doctor followed up with patient to 
give test results: 
 Race/ethnicity other than white 
 Community Health Center or other provider type as primary care provider 
 
The following patient characteristic was associated with a significantly more positive 
response on the Integration question regarding if the doctor was informed about 
patient’s specialist care: 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe 
 
The following patient characteristic was associated with a significantly less positive 
response on the Integration question regarding if the doctor was informed about 
patient’s specialist care: 
 Black race 
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4.2.2 Organizational Aspects of Care 
Table 13 shows the results of the logistic regression model to examine factors 
associated with the Organizational Aspects of Care dimension. The composites 
displayed in this table are Access (getting timely appointments, care and information), 
Visit Continuity (seeing your own doctor), Office Staff (getting quality care from front-
office staff in the doctor’s office), and Clinical Team (getting quality care from other 
doctors and nurses in the office.  
Table 13: Adjusted Odds of Reporting Good Care on Organizational Aspects of 
Care Composites - Children 
 
 Access 
Visit-Based 
Continuity Office Staff Clinical Team
 Variable Odds Ratio Odds Ratio Odds Ratio Odds Ratio 
MassHealth Eligibility  
Enrollment, days 1.00   1.00   1.00   1.00   
Disabled 1.19   1.01   1.19   0.87   
Demographics 
Age, years 0.98 * 0.98 * 1.01   1.01   
Sex: Male 0.99   0.96   0.86   0.99   
Race/Ethnicity 
   White (ref) 
   Black  0.49 * 0.84   0.59 * 0.59 * 
   Hispanic  0.64 * 0.91   0.86   0.75 * 
   Unknown  0.68   0.75   0.51 * 0.51 * 
   Other 0.24 * 0.69 * 0.54 * 0.43 * 
Primary language 
   English  1.02   1.16   1.24   1.41 * 
   Spanish  0.97   1.05   1.32   1.39   
   Other (ref) 
Overall Illness Burden 
CDPS, normalized score 0.98   1.00   0.98   1.00   
Diagnoses 
Mental illness 
    Depression 1.01   1.13   1.54 + 0.80   
    Bipolar disorder 1.35   0.82   1.13   1.06   
    Anxiety disorder 1.02   0.96   0.80   0.91   
Developmental disability or  
degenerative brain condition 0.75   0.73 * 0.93   0.90   
Health Care Utilization 
>= 1 hospital stay 0.79 + 0.97   1.04   0.83   
>= 1 ED visit 0.75 * 0.97   0.74 * 0.70 * 
Ambulatory care , visits 1.02 * 0.99 * 1.00   0.99 * 
Provider Type 
Provider type: Group (ref) 
Provider type: Solo Practice 0.97   0.71 + 1.97   1.32   
Provider type: CHC 0.39 * 1.10   0.38 * 0.52 * 
Provider type: Other 0.55 * 1.19   0.63 * 0.74   
Provider type: Missing 1.10   1.21   1.15   0.97   
Number of observations 6,758 6,919 7,030 4,845
   Percent ‘good’ score 87% 86% 92% 89%
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   Percent correctly classified 88% 86% 92% 90%
H-L test (p-value) 0.63   0.42   0.44   0.52   
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-
tailed t-test. 
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
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As shown in Table 13, the patient characteristics associated with a significantly more or 
less positive response on each composite in the Organizational Aspects of Care 
dimension are bulleted below. 
The following patient characteristic was associated with a significantly more positive 
response on the Access composite:  
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe 
 
The following patient characteristics were associated with a significantly less positive 
response on the Access composite: 
 An increase of one year in age 
 Black, Hispanic or other race/ethnicity 
 One or more ED visits, for any reason, during the timeframe 
 Community Health Center or other provider type as primary care provider 
 
There were no patient characteristics associated with a significantly more positive 
response on the Visit Continuity composite; however, the following patient 
characteristics were associated with a significantly less positive response on the Visit 
Continuity composite: 
 An increase of one year in age 
 Other race/ethnicity 
 Developmental disability or degenerative brain condition 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe 
 
There were no patient characteristics associated with a significantly more positive 
response on the Office Staff composite; however, the following patient characteristics 
were associated with a significantly less positive response on the Office Staff 
composite: 
 Black, other or unknown race/ethnicity 
 One or more ED visits, for any reason, during the timeframe 
 Community Health Center or other provider type as primary care provider 
 
The following patient characteristics were associated with a significantly more positive 
response on the Clinical Team composite:  
 English primary language 
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The following patient characteristics were associated with a significantly less positive 
response on the Clinical Team composite: 
 Race/ethnicity other than white 
 One or more ED visits, for any reason, during the timeframe 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe 
 Community Health Center as primary care provider 
 
4.2.3 Behavioral Health Experiences 
Table 14 shows the results of the logistic regression model to examine factors 
associated with behavioral health experiences. The results reported were based on 
individual questions in the survey, rather than composites.  The questions were:  
In the last 12 months: 
 did your child get any emotional or behavioral health counseling, including 
treatment for drug or alcohol use? 
 how often did your child’s doctor seem informed and up-to-date about the 
emotional or behavioral counseling or treatment for drug or alcohol use your child 
received? 
 
Table 14. Adjusted Odds of Positive Response to Behavioral Health Questions - 
Children 
Received
Counseling 
Doctor Informed 
__of Care__ 
 Variable Odds Ratio Odds Ratio 
MassHealth Eligibility  
Enrollment, days >1.00 + 1.00   
Disabled 0.90   1.45   
Demographics 
Age, years 1.00   0.98   
Sex: Male 1.43 + 0.71   
Race/Ethnicity 
   White (ref) 
   Black  0.49 * 0.14 * 
   Hispanic  0.78   0.33 * 
   Unknown  1.13   0.22 + 
   Other 3.00   0.17 * 
Primary language 
   English  2.87 * 1.32   
   Spanish  2.18   1.66   
   Other (ref) 
Overall Illness Burden 
CDPS, normalized score 1.04   1.10   
Diagnoses 
Mental illness 
    Depression 2.00 * 0.59   
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Received
Counseling 
Doctor Informed 
__of Care__ 
 Variable Odds Ratio Odds Ratio 
    Bipolar disorder 3.10 * 0.42 * 
    Anxiety disorder 3.26 * 1.37   
Developmental disability or degenerative  
brain condition 0.93   0.75   
Health Care Utilization 
>= 1 hospital stay 0.73   0.77   
>= 1 ED visit 1.18   2.39 * 
Ambulatory care  visits 1.01   0.99   
Ambulatory care visits squared 
Provider Type 
Provider type: Group (ref) 
Provider type: Solo Practice 1.54   0.39   
Provider type: CHC 0.89   1.40   
Provider type: Other 0.61   2.24   
Provider type: Missing 0.82   4.48 + 
Number of observations 685 434 
   Percent ‘good’ score 67% 83% 
   Percent correctly classified 71% 83% 
H-L test (p-value) 0.16   0.01   
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-
tailed t-test  
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
 
As shown in Table 14, the patient characteristics associated with a significantly more or 
less positive response on each behavioral question are bulleted below. 
The following patient characteristics were associated with a significantly more positive 
response on the behavioral health question regarding receiving counseling or treatment 
for a personal or family problem, including drug or alcohol use: 
 English primary language 
 Mental illness (depression, bipolar disorder, anxiety disorder) 
 
The following patient characteristic was associated with a significantly less positive 
response on the behavioral health question regarding receiving counseling or treatment 
for a personal or family problem, including drug or alcohol use: 
 Black race 
 
The following patient characteristic was associated with a significantly more positive 
response on the behavioral health question regarding if the doctor was informed of 
counseling or treatment for a personal or family problem, including drug or alcohol use: 
 One or more ED visits, for any reason, during the timeframe 
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The following patient characteristics were associated with a significantly less positive 
response on the behavioral health question regarding if the doctor was informed of 
counseling or treatment for a personal or family problem, including drug or alcohol use: 
 Black, Hispanic or other race/ethnicity 
 Mental illness (bipolar disorder) 
 
4.2.4 Rating of Doctor and Health Status 
Table 15 shows the results of the logistic regression model to examine factors 
associated with overall satisfaction with providers (both rating the doctor highly and 
being willing to recommend the doctor to others), and self-rating health as good-
excellent or very good to excellent. These binary outcomes are similar to the good/bad 
summary measures for patient experience composites, described above in Section 
2.6.2.    
Table 15. Adjusted Odds of Positive Rating of Doctor and Health Status - Children 
High Rating and 
Recommend Doctor 
Health Rated 
Good-Excellent 
Health Rated Very 
Good-Excellent 
 Variable Odds Ratio Odds Ratio Odds Ratio 
MassHealth Eligibility  
Enrollment, days 1.00   >1.00 + >1.00 * 
Enrollment, days squared <1.00 + 
Disabled 0.97   0.36 * 0.44 * 
Demographics 
Age, years 0.99   0.84 * 0.83 * 
Age, years squared 1.01 * 1.01 * 
Sex: Male 1.11   0.89 + 0.89 * 
Race/Ethnicity 
   White (ref) 
   Black  0.63 * 0.62 * 0.77 * 
   Hispanic  0.85   0.74 * 0.88 + 
   Unknown  0.56 * 0.74   1.25   
   Other 0.47 * 0.36 * 0.40 * 
Primary language 
   English  1.77 * 1.47 * 1.28 * 
   Spanish  1.65 * 0.89   1.11   
   Other (ref) 
Overall Illness Burden 
CDPS, normalized score 1.00   0.87 * 0.87 * 
CDPS, normalized score squared >1.00 * >1.00 * 
Diagnoses 
Mental illness 
    Depression 0.92   0.90   0.83   
    Bipolar disorder 0.66 + 0.78   0.71 * 
    Anxiety disorder 0.97   0.75 + 0.70 * 
Developmental disability or 
degenerative  
brain condition 0.73   0.96   1.03   
Health Care Utilization 
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High Rating and 
Recommend Doctor 
Health Rated 
Good-Excellent 
Health Rated Very 
Good-Excellent 
 Variable Odds Ratio Odds Ratio Odds Ratio 
>= 1 hospital stay 1.24   0.80 + 0.99   
>= 1 ED visit 0.79 * 0.75 * 0.82 * 
Ambulatory care visits 1.00   0.96 * 0.97 * 
Ambulatory care visits squared >1.00 * >1.00 * 
Provider Type 
Provider type: Group (ref) 
Provider type: Solo Practice 1.64   0.87   1.09   
Provider type: CHC 0.52 * 0.64 * 0.72 * 
Provider type: Other 0.60 * 0.83   1.00   
Provider type: Missing 0.94   0.90   0.97   
Number of observations 6,760 7,064 7,064
   Percent ‘good’ score 92% 80% 47%
   Percent correctly classified 92% 81% 61%
H-L test (p-value) 0.36   0.61   0.25   
* = significant at the alpha=0.05 level on a two-tailed t-test; + = significant at the alpha=0.10 level on a two-tailed 
t-test 
Note. All equations are adjusted for county of residence and health plan (odds ratios not shown).  
 
As shown in Table 15, the patient characteristics associated with a significantly more or 
less positive response on each rating are bulleted below. 
The following patient characteristic was associated with a significantly more positive 
response on rating and recommending doctor: 
 English or Spanish primary language 
 
The following patient characteristics were associated with a significantly less positive 
response on rating and recommending doctor: 
 Black, other or unknown race/ethnicity 
 One or more ED visits, for any reason, during the timeframe 
 Community Health Center or other provider type as primary care provider 
 
The following patient characteristic was associated with a significantly more positive 
response on rating health as good to excellent: 
 English primary language 
 
The following patient characteristics were associated with a significantly less positive 
response on rating health as good to excellent: 
 Disability 
 An increase of one year in age; the odds of the respondent rating their child’s 
health as good to excellent decreased at a decreasing rate. In other words, as 
respondents’ children get older, the odds of rating a child’s health good-excellent 
decreased, but as the child gets older, the effect levels off. 
 Black, Hispanic or other race/ethnicity 
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 A rise in illness burden (CDPS); the odds of respondents’ rating their child’s 
health as good-excellent fell at a decreasing rate with increasing illness burden. 
That is, as the child’s illness burden increased, the odds of rating a child’s health 
good-excellent decreased, but the higher the illness burden, the effect levels off 
and may eventually even become positive. 
 One or more ED visits, for any reason, during the timeframe 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe; the odds of respondents’ rating their child’s health 
as good-excellent fell at a decreasing rate with the number of ambulatory care 
visits. That is, more visits were associated with a lower rating but each additional 
visit had a smaller negative effect than the prior visit. Beyond a certain number of 
visits, seeing the doctor more often did not decrease the odds of respondents 
reporting that their child’s health was good-excellent (86 visits). 
 Community Health Center as primary care provider 
 
The following patient characteristics were associated with a significantly more positive 
response on rating health as very good to excellent: 
 An increase by one day of enrollment in MassHealth 
 English primary language 
 
The following patient characteristics were associated with a significantly less positive 
response on rating health as very good to excellent: 
 Disability 
 An increase of one year in age; the odds of the respondent rating their child’s 
health as very good to excellent decreased at a decreasing rate. In other words, 
as respondents’ children aged, the odds of rating a child’s health as very good to 
excellent decreased, but as the child gets older, the effect levels off. 
 Male gender 
 Black or other race/ethnicity 
 A rise in illness burden; the odds of respondents’ rating their child’s health as 
very good-excellent fell at a decreasing rate with increasing illness burden. That 
is, as the child’s illness burden increased, the odds of rating a child’s health as 
very good to excellent decreased, but the higher the illness burden, the effect 
levels off and may eventually even become positive. 
 Mental illness (bipolar disorder, anxiety disorder) 
 One or more ED visits, for any reason, during the timeframe 
 An increase by one visit in the total number of ambulatory care visits, for any 
reason, during the timeframe; the odds of respondents’ rating their child’s health 
as very good-excellent fell at a decreasing rate with the number of ambulatory 
care visits. That is, more visits were associated with a lower rating but each 
additional visit had a smaller negative effect than the prior visit. Beyond a certain 
number of visits, seeing the doctor more often did not decrease the odds of 
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respondents reporting that their child’s health was very good to excellent (65 
visits). 
 Community Health Center as primary care provider 
 
4.2.5 Results by Independent Variable - Children 
The following narrative describes the results for each independent variable as shown in 
Tables 12 through 15 above. . This format provides the reader an understanding of the 
relationships between individual member characteristics of interest and member 
perceptions of care.  All significant results discussed are at the p≤0.05 level of 
significance. Refer to the tables above for results at the p≤0.10 level of statistical 
significance. 
Length of enrollment 
 Days enrolled in MassHealth during the study period was not significantly associated 
with response to any composites or individual questions, with one exception. Each 
additional day of enrollment was associated with an increase in the odds of rating a 
child’s health as very good or excellent. The number of days that maximize the odds 
ratio was 507. 
Disabled 
 Respondents with children enrolled in MassHealth due to having a disability were 
significantly less likely than others to rate their child’s overall health as good-
excellent or very good-excellent. 
Age 
 Respondents with older children were less likely to have a favorable response to 
knowledge, health promotion, access, and visit continuity composite questions. 
 The odds of respondents reporting receiving follow-up on test results from their 
child’s doctor’s office increased at a decreasing rate with each additional year of the 
child’s age. That is, as respondents’ children got older, the odds increased, but each 
additional year of age added less to this experience than the prior year, and the 
effect levels off before beginning to fall at age 12. 
 The odds of the respondent rating their child’s health as good to excellent, or very 
good to excellent decreased at a decreasing rate. In other words, as respondents’ 
children got older, the odds of rating a child’s health good-excellent or very good to 
excellent decreased, but as the child got older, the effect levels off at ages 14 and 
12, respectively before becoming positive. 
Gender 
 Respondents of male children were less likely to rate their child’s health as very good 
to excellent than respondents of female children. 
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Race/ethnicity 
 Compared to respondents with white children, respondents with black children were 
significantly less likely to report positive experiences with most all composites and 
individual questions, with the exception of health promotion and visit continuity. 
 Respondents with Hispanic children were significantly less likely than respondents 
with white children to report positive experiences with access, and clinical team 
composite questions. They were also less likely to report receiving follow-up on test 
results from the doctor’s office or that their doctor was informed of behavioral health 
counseling. They were significantly less likely to rate their child’s overall health as 
good to excellent. 
 Those with a child whose race was other than black or Hispanic were significantly 
less likely than whites to assess their experiences positively with most all composites 
and individual questions, with the exception of reporting their child received 
emotional or behavioral health counseling. 
Primary language 
 Compared to respondents with children who spoke a language other than English 
and Spanish, respondents with children whose primary language was English were 
significantly more likely to assess their experiences positively with communication, 
knowledge, health promotion and clinical team composite questions. They were also 
more likely to report that their child received emotional or behavioral health 
counseling, and more likely to rate their child’s doctor highly and recommend their 
child’s doctor. 
 Respondents of English-speaking children were more likely to report their child’s 
health as good-excellent of very good-excellent. 
 Parents of Spanish-speaking children were more likely to have a favorable response 
to the communication composite and more likely to rate their child’s doctor highly and 
to recommend their child’s doctor. 
Overall illness burden/Chronic Illness and Disability Payment System (CDPS) score 
 The odds of respondents’ rating their child’s health as good-excellent or very good-
excellent fell at a decreasing rate with increasing illness burden. That is, as the 
child’s illness burden increased, the odds of rating a child’s health good-excellent or 
very good to excellent decreased, but the higher the illness burden, the effect levels 
off at 35.8 and 31.7, respectively, and may eventually even become positive. 
Depression 
 Respondents of children with a depression diagnosis were more likely than those 
without a depression diagnosis to report that their child received emotional or 
behavioral health counseling. 
Bipolar disorder 
 Respondents of children diagnosed with a bipolar disorder were significantly less 
likely to assess their experiences positively with regard to their child’s doctor’s 
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knowledge of them as a patient compared to respondents of children without a 
bipolar disorder diagnosis. 
 They were more likely to report that their child received emotional or behavioral 
health counseling, but less likely to report that their doctor was informed of the 
counseling. 
 They were also less likely to assess their child’s health as very good-excellent. 
Anxiety disorder 
 Respondents of children with an anxiety disorder diagnosis were more likely to report 
that their child received emotional or behavioral health counseling compared to 
respondents of children without this diagnosis. They were also significantly less likely 
to rate their child’s overall health as very good-excellent. 
 
Developmental disability or degenerative brain condition 
 Having a child with a diagnosis of a developmental disability or degenerative brain 
condition was associated with a less favorable response to communication and visit 
continuity composite questions. 
Number of hospitalizations 
 Controlling for chronic conditions, age, gender, and other member characteristics, 
there was no significant difference in experience among children who had one or 
more hospital stays and respondents of children who were not hospitalized, as 
reported by their parents or guardians. 
Number of Emergency Department (ED) visits 
 Having a child with at least one ED visit during the timeframe was associated with 
significantly less favorable reports about knowledge, health promotion, access and 
interaction with office staff and the clinical team. Respondents of these children were 
less likely to rate their doctor highly or recommend their doctor. 
 These respondents were more likely to report that their doctor was informed and up-
to-date on emotional or behavioral health counseling their child received. 
 Respondents of children with at least one ED visit were significantly less likely to rate 
their child’s overall health as good-excellent or very good-excellent. 
Number of ambulatory care visits14 
 Although the marginal effect of each additional visit was nominal, having more 
ambulatory care visits during the timeframe had a significant positive association with 
response to access and having the doctor be informed and up-to-date about care 
received from specialist doctors. However, having more ambulatory care visits during 
the timeframe had a significant negative association with visit continuity and 
experience with the clinical team. 
                                                
14 Ambulatory visits include outpatient, physician and medical services received at provider 
offices, community health centers, acute outpatient hospitals, or hospital-licensed health centers. 
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 The odds of respondents’ rating their child’s health as good-excellent or very good-
excellent fell at a decreasing rate with the number of ambulatory care visits. That is, 
more visits were associated with a lower rating but each additional visit had a smaller 
negative effect than the prior visit. Beyond a certain number of visits, seeing the 
doctor more often did not decrease the odds of respondents reporting that their 
child’s health was good-excellent (86 visits) or very good to excellent (65 visits). 
Provider Type 
 Provider type was grouped into four categories: group practice, community health 
center, solo practitioner and other practice types (NPs, outpatient departments and 
hospital-based community health centers). Group practice was the reference group 
for these analyses. 
 Compared to respondents with children in group practices, respondents with 
children who received care at a community health center were significantly less 
likely to have a favorable response on knowledge, health promotion, access, 
office staff and clinical team composite questions. They were less likely to report 
receiving follow-up on test results from their child’s doctor’s office or to 
recommend or rate their child’s doctor highly. They were also less likely to rate 
their child’s health as good-excellent, or very good–excellent. 
 Respondents with children who received care from an HLHC, an OPD, or a nurse 
practitioner were significantly less likely than those whose children received care 
in a group practice to have a favorable response regarding knowledge, access, 
office staff composite questions and to report receiving test results from their 
child’s doctor’s office. They were also less likely to recommend or rate their 
child’s doctor highly. 
5 Conclusions 
Reports based on patient experience surveys can be used to guide quality improvement 
activities and monitor the experiences of patients over time. The feedback received from 
patients provides information about access to care, communication with providers, and 
perceptions of quality that cannot be obtained from other data sources. Users of patient 
feedback surveys may have more confidence in these data when they have additional 
knowledge regarding the representativeness of the respondents and the reliability and 
validity of their responses to survey questions. 
The results of any survey are generally most useful if the population who responds to the 
survey is representative of the full population on important characteristics. To the extent 
that particular segments of the population (e.g., non-English speakers) are less likely to 
respond, findings from the survey must be interpreted with caution. Our analyses points 
to some disparities in response probability. For instance, the experiences of certain 
racial/ethnic and linguistic minorities may be somewhat underrepresented in our data 
relative to those of white, English/Spanish speaking patients. Some particularly 
vulnerable groups of patients, such as adults with substance use disorders, may also be 
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underrepresented. To ensure adequate representation of particular groups of patients in 
future rounds of the survey, a sampling strategy that is designed to selectively 
oversample from these groups may be considered. 
Other groups that may also be underrepresented in the survey include younger 
members, women who were pregnant during the survey time period, members who 
visited emergency departments (ED), and members previously reporting domestic 
abuse. Some of these patterns (e.g., ED use) were similar for both adult and child 
surveys. On the other hand, those members who used more ambulatory medical care 
were more likely to respond. With detailed information from MassHealth claims, one 
could weight the data to compensate for differences between respondents and the 
population of interest. 
Most respondents reported fairly positive care experiences. This was particularly true of 
adult members who qualified for MassHealth because of a disability as well as those 
with higher overall illness burden, as measured by the CDPS score. Racial disparities in 
care experiences appeared on only one composite measure (experiences with office 
staff) for minority members other than those who identified themselves as black or 
Hispanic. However, members whose primary language was neither English nor Spanish 
reported poorer access to care and less positive experiences with the clinical team. 
Racial, ethnic and linguistic disparities were more apparent in results for the child 
surveys. Monitoring experiences among ethnic/language groups is one method to better 
understand trends or patterns among members. For example, reporting and analyses 
can focus on Black and Latino children to examine trends in caring for diverse 
populations. MassHealth may wish to work with providers to find ways to improve access 
and experiences of members of minority racial/ethnic and linguistic groups. 
The findings for adults with diagnosed behavioral health conditions were mixed. While 
they were more likely to report receiving counseling, members with mental health 
conditions and/or substance use disorders reported worse care on several composite 
measures. Given that MassHealth serves many members with behavioral health 
conditions, and that such members can be difficult to reach and serve, their negative 
experiences of care are a cause for concern. MassHealth may wish to work with 
providers who serve large numbers of such patients to increase awareness of their 
needs. 
Although patients served by community health centers reported poorer care experiences 
than patients in group practices on some of the composites, they were more likely to 
report receiving counseling or treatment for personal or family problems. This may be 
partly explained by the greater needs of patients served by community health centers 
but it may also indicate that such centers do a better job of integrating access to needed 
counseling services than do other provider types. MassHealth may wish to create a 
dialog among representatives of different provider types in which to share strategies for 
success across different settings. 
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In summary, the in-depth analysis of survey response and consumer experiences of 
care examined various aspects of care, including doctor-patient interactions and 
organizational features of care. In general, experiences reported were positive, 
particularly for patients who may use services frequently, such as those who qualified for 
MassHealth because of a disability and those with a relatively high overall illness 
burden. Nevertheless, some disparities were apparent, particularly among patients 
whose primary language was not English or Spanish and those with behavioral health 
conditions. Moreover, the experiences of certain groups of patients may have been 
underrepresented in the survey results.  
These findings suggest opportunities exist for quality improvement among providers 
serving MassHealth members. Poorer reported care among subgroups of patients who 
are less likely to be willing or able to respond to surveys, such as members of linguistic 
minority groups, is a particular concern that should be taken into account in the planning 
and analysis of future member experience surveys.  
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Appendix A Adult and Child Survey Tools 
Adult
2008
EXPERIENCES WITH YOUR DOCTOR SURVEY 
 YOUR PERSONAL DOCTOR
1. A personal doctor is the doctor that you usually 
call if you need a check-up, if you get sick or hurt, 
or if you want advice about a health problem.
Is there one particular doctor that you think of as 
your personal doctor?
❏1 Yes
❏2 No, I do not have a Æ If no personal doctor, 
 personal doctor  Go to Question 51
2. How long has this person been your personal 
doctor?
❏1 Less than 6 months
❏2 At least 6 months but less than 1 year
❏3 At least 1 year but less than 3 years
❏4 At least 3 years but less than 5 years
❏5 5 years or more
©2008 D.G. Safran, The Health Institute, New England Medical Center Hospitals, Inc. and M. Karp, Massachusetts Health Quality Partners, Inc.
3. Our records indicate that your personal doctor is 
at:
Is that correct?
❏1 Yes
❏2 No, my personal doctor is at:
______________________________________
______________________________________
______________________________________
(please write the correct name or address of the ofﬁ ce)
The questions in this survey booklet will refer to “this 
doctor”.  Please think of your personal doctor as you 
answer the survey.
 SCHEDULING APPOINTMENTS AND CONTACTING 
YOUR PERSONAL DOCTOR
4. In the last 12 months, how many visits have you 
had with your personal doctor?
❏1 No visits Æ If No visits, Go to Question 44
❏2 1 visit
❏3 2 or more visits
1
5. In the last 12 months, did you call your personal 
doctor’s ofﬁ ce to get an appointment for an 
illness, injury or condition that needed care right 
away?
❏1 Yes
❏0 No Æ If No, Go to Question 7
6. In the last 12 months, when you called your 
personal doctor’s ofﬁ ce to get an appointment for 
care you needed right away, how often did you get 
an appointment as soon as you needed it?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
7. In the last 12 months, have you scheduled any 
appointments for a check-up or routine care at 
your personal doctor’s ofﬁ ce?
❏1 Yes
❏0 No Æ If No, Go to Question 9
8. In the last 12 months, when you scheduled an 
appointment for a check-up or routine care at your 
personal doctor’s ofﬁ ce, how often did you get an 
appointment as soon as you needed it?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
9. In the last 12 months, did you call your personal 
doctor’s ofﬁ ce with a medical question during 
regular ofﬁ ce hours?
❏1 Yes
❏0 No Æ If No, Go to Question 11
10. In the last 12 months, when you called your 
personal doctor’s ofﬁ ce with a medical question 
during regular ofﬁ ce hours, how often did you get 
an answer to your question that same day?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
11. In the last 12 months, did you call your personal 
doctor’s ofﬁ ce for help or advice after regular 
ofﬁ ce hours?
❏1 Yes
❏0 No Æ If No, Go to Question 13
12. In the last 12 months, when you called your 
personal doctor’s ofﬁ ce after regular ofﬁ ce hours, 
how often did you get the help or advice you 
needed?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
13. In the last 12 months, when you had an 
appointment at your personal doctor’s ofﬁ ce, how 
often were you taken to the exam room within 15 
minutes of your appointment time?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
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14. In the last 12 months, once you were in the 
exam room, how often did the person you were 
scheduled to see come in within 15 minutes?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
15. In the last 12 months, when you had an 
appointment at your personal doctor’s ofﬁ ce, how 
often did you see your personal doctor (not a 
nurse or other provider from the doctor’s ofﬁ ce)?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
 MANAGING YOUR CARE
16. In the last 12 months, how often did your 
personal doctor explain things in a way that was 
easy to understand?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
17. In the last 12 months, how often did your 
personal doctor listen carefully to you?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
18. In the last 12 months, did you talk with your 
personal doctor about any health problems or 
symptoms that were bothering you?
❏1 Yes
❏0 No Æ If No, Go to Question 21
19. In the last 12 months, how often did your 
personal doctor give you clear instructions about 
what to do to take care of the health problems or 
symptoms that were bothering you?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
20. In the last 12 months, how often did your 
personal doctor give you clear instructions about 
what to do if your symptoms got worse or came 
back?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
21. In the last 12 months, did your personal doctor’s 
ofﬁ ce remind you to get preventive care that you 
were due to receive (for example, ﬂ u shot, cancer 
screening, mammogram, eye exam)?
❏1 Yes
❏0 No
22. In the last 12 months, how often did your 
personal doctor seem to know all the important 
information about your medical history?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
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23. In the last 12 months, how often did your 
personal doctor show respect for what you had to 
say?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
24. In the last 12 months, how often did your 
personal doctor spend enough time with you?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
25. How would you rate your personal doctor’s 
knowledge of you as a person, including values 
and beliefs that are important to you?
❏1 Very poor
❏2 Poor
❏3 Fair
❏4 Good
❏5 Very good
❏6 Excellent
26. In the last 12 months, did you and your personal 
doctor talk about a healthy diet and healthy eating 
habits?
❏1 Yes, deﬁ nitely
❏2 Yes, somewhat
❏3 No, deﬁ nitely not
27. In the last 12 months, did you and your personal 
doctor talk about the exercise or physical activity 
you get?
❏1 Yes, deﬁ nitely
❏2 Yes, somewhat
❏3 No, deﬁ nitely not
28. In the last 12 months, did you and your personal 
doctor talk about things in your life that worry 
you or cause you stress?
❏1 Yes, deﬁ nitely
❏2 Yes, somewhat
❏3 No, deﬁ nitely not
29. In the last 12 months, did your personal doctor 
ask whether there was a period of 2 weeks or 
more when you felt sad, empty or depressed?
❏1 Yes
❏0 No
30. In the last 12 months, did your personal doctor 
ask you how often, if at all, you used drugs or 
alcohol?
❏1 Yes
❏0 No
 COORDINATING YOUR CARE
31. In the last 12 months, did your personal doctor 
recommend that you see a different doctor, like a 
specialist, for a particular health problem?
❏1 Yes
❏0 No Æ If No, Go to Question 35
32. In the last 12 months, did you see a specialist 
doctor?
❏1 Yes
❏0 No
33. In the last 12 months, how often was it easy to get 
appointments with specialist doctors?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
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34. In the last 12 months, how often did your 
personal doctor seem informed and up-to-date 
about the care you received from specialist 
doctors?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
35. Do you take any prescription medicines?
❏1 Yes
❏0 No Æ If No, Go to Question 37
36. In the last 12 months, did your personal doctor 
talk with you about all of the different prescription 
medicines you are using, including medicines 
prescribed by other doctors?
❏1 Yes
❏0 No
37. In the last 12 months, did your personal doctor 
send you for a blood test, x-ray or other test?
❏1 Yes
❏0 No Æ If No, Go to Question 39
38. In the last 12 months, when your personal doctor 
sent you for a blood test, x-ray or other test, how 
often did someone from your doctor’s ofﬁ ce 
follow up to give you the test results?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
39. In the last 12 months, did your personal doctor 
recommend that you get any counseling or 
treatment for a personal or family problem, 
including drug and alcohol use?
❏1 Yes
❏0 No Æ If No, Go to Question 42
40. In the last 12 months, did you get any counseling 
or treatment for a personal or family problem, 
including drug or alcohol use?
❏1 Yes
❏0 No Æ If No, Go to Question 42
41. In the last 12 months, how often did your 
personal doctor seem informed and up-to-date 
about counseling or treatment you received for 
a personal or family problem, including drug or 
alcohol use?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
 OVERALL RATING
42. Using any number from 0 to 10, where 0 is the 
worst personal doctor possible and 10 is the best 
personal doctor possible, what number would you 
use to rate your personal doctor?
❏ 0 Worst personal doctor possible
❏ 1
❏ 2
❏ 3
❏ 4
❏ 5
❏ 6
❏ 7
❏ 8
❏ 9
❏ 10 Best personal doctor possible
43. Would you recommend your personal doctor to 
your family and friends?
❏1 Deﬁ nitely yes
❏2 Probably yes
❏3 Not sure
❏4 Probably not
❏5 Deﬁ nitely not
5
 OTHER MEMBERS OF THE PRIMARY CARE 
TEAM
44. Sometimes when you go to your personal 
doctor’s ofﬁ ce, you might receive care from 
another provider – for example, a nurse, nurse 
practitioner, physician assistant or other doctor 
in the practice.  We want to know about your 
experiences with these other providers at your 
personal doctor’s ofﬁ ce.
Are there other doctors or nurses in your personal 
doctor’s ofﬁ ce who you have seen for some of 
your visits in the last 12 months?
❏1 Yes
❏0 No Æ If No, Go to Question 49
45. In the last 12 months, how often did these other 
doctors and nurses at your personal doctor’s 
ofﬁ ce explain things in a way that was easy to 
understand?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
46. In the last 12 months, how often did you feel that 
these other doctors and nurses at your personal 
doctor’s ofﬁ ce had all the information they 
needed to correctly diagnose and treat your health 
problems?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
47. In the last 12 months, how often did these other 
doctors and nurses at your personal doctor’s 
ofﬁ ce spend enough time with you?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
48. Overall, how would you rate the care you got in 
the last 12 months from these other doctors and 
nurses at your personal doctor’s ofﬁ ce?
❏1 Very poor
❏2 Poor
❏3 Fair
❏4 Good
❏5 Very good
❏6 Excellent
 OFFICE STAFF
49. In the last 12 months, how often were the front 
ofﬁ ce staff at your personal doctor’s ofﬁ ce as 
helpful as you thought they should be?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
50. In the last 12 months, how often did the front 
ofﬁ ce staff at your personal doctor’s ofﬁ ce treat 
you with courtesy and respect?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
6
 ABOUT YOU
51. In general, how would you rate your overall 
health?
❏1 Excellent
❏2 Very good
❏3 Good
❏4 Fair
❏5 Poor
52. What is your age?
❏1 18 to 24
❏2 25 to 34
❏3 35 to 44
❏4 45 to 54
❏5 55 to 64
❏6 65 to 74
❏7 75 or older
53. Are you male or female?
❏1 Male
❏2 Female
54. What is the highest grade or level of school that 
you have completed?
❏1 8th grade or less
❏2 Some high school, but did not graduate
❏3 High school graduate or GED
❏4 Some college or 2-year degree
❏5 4-year college graduate
❏6 More than 4-year college degree
55. Are you of Hispanic or Latino origin or descent?
❏1 Yes, Hispanic or Latino
❏0 No, not Hispanic or Latino
56. What is your race?  Please mark one or more.
❏1 White
❏2 Black or African-American
❏3 Asian
❏4 Native Hawaiian or other Paciﬁ c Islander
❏5 American Indian or Alaska Native
❏6 Other
57. What language do you mainly speak at home?
❏1 English
❏2 Arabic
❏3 Cambodian
❏4 Chinese
❏5 French
❏6 Haitian/Creole
❏7 Laotian
❏8 Portuguese
❏9 Russian
❏10 Spanish
❏11 Vietnamese
❏12 Other ____________________________
58. Has a doctor ever told you that you had:  
      Yes1 No0
a. Hypertension or high blood   
 pressure    ❏ ❏
b. Angina or coronary artery     
 disease or heart disease  ❏ ❏
c. Congestive heart failure  ❏ ❏
d. Diabetes    ❏ ❏
e. Asthma, emphysema, or COPD   
 (Chronic Obstructive     
 Pulmonary Disease)  ❏ ❏
f. Rheumatoid Arthritis,     
 Osteoarthritis, or Degenerative    
 Joint Disease   ❏ ❏
g. Any cancer (other than skin) ❏ ❏
h. Depression    ❏ ❏
i. Acid reﬂ ux or stomach ulcers   
 or Gastroesophageal Reﬂ ux   
 Disease     ❏ ❏
j. Migraine headaches   ❏ ❏
THANK YOU
Please return the completed survey in the postage-paid envelope to:
Center for the Study of Services, PO Box 10810, Herndon, VA 20172-9904
If you have any questions please call the toll-free number 1-800-874-5561 (TTY 1-866-343-4069). 
Please do not include any other correspondence.
7
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ChildM
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SURVEY ABOUT YOUR EXPERIENCES WITH YOUR CHILD’S DOCTOR 
 YOUR CHILD’S PERSONAL DOCTOR
1. Your child’s regular personal doctor is the doctor 
that you usually call if your child needs a check-
up, if your child gets sick or hurt, or if you want 
advice about a health problem your child may 
have.
Is there one particular doctor that you think of as 
your child’s regular personal doctor?
❏1 Yes
❏2 No, my child does Æ If no regular doctor, 
 not have a regular  Go to Question 50 
 doctor
2. How long has this person been your child’s 
regular doctor?
❏1 Less than 6 months
❏2 At least 6 months but less than 1 year
❏3 At least 1 year but less than 3 years
❏4 At least 3 years but less than 5 years
❏5 5 years or more
3. Our records indicate that your child’s regular 
doctor is at:
 
Is that correct?
❏1 Yes
❏2 No, my child’s regular doctor is at:
______________________________________
______________________________________
______________________________________
(please write the correct name or address of the ofﬁ ce)
The questions in this survey booklet will refer to “your 
child’s doctor”.  Please think of your child’s regular 
doctor as you answer the survey.
 SCHEDULING APPOINTMENTS AND CONTACTING 
YOUR CHILD’S PERSONAL DOCTOR
4. In the last 12 months, how many visits has your 
child had with his or her regular doctor?
❏1 No visits Æ If No, Go to Question 43
❏2 1 visit
❏3 2 or more visits
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5. In the last 12 months, did you call your child’s 
doctor’s ofﬁ ce to get an appointment for an 
illness, injury or condition that needed care right 
away?
❏1 Yes
❏0 No Æ If No, Go to Question 7
6. In the last 12 months, when you called your 
child’s doctor’s ofﬁ ce for an appointment your 
child needed right away, how often did you get an 
appointment as soon as you needed it?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
7. In the last 12 months, have you scheduled any 
appointments for a check-up or routine care at 
your child’s doctor’s ofﬁ ce?
❏1 Yes
❏0 No Æ If No, Go to Question 9
8. In the last 12 months, when you scheduled an 
appointment for a check-up or routine care at your 
child’s doctor’s ofﬁ ce, how often did you get an 
appointment as soon as you needed it?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
9. In the last 12 months, did you call your child’s 
doctor’s ofﬁ ce with a medical question during 
regular ofﬁ ce hours?
❏1 Yes
❏0 No Æ If No, Go to Question 11
10. In the last 12 months, when you called your 
child’s doctor’s ofﬁ ce with a medical question 
during regular ofﬁ ce hours, how often did you get 
an answer to your question that same day?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
11. In the last 12 months, did you call your child’s 
doctor’s ofﬁ ce for help or advice after regular 
ofﬁ ce hours?
❏1 Yes
❏0 No Æ If No, Go to Question 13
12. In the last 12 months, when you called your 
child’s doctor’s ofﬁ ce after regular ofﬁ ce hours, 
how often did you get the help or advice you 
needed?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
13. In the last 12 months, when you had an 
appointment at your child’s doctor’s ofﬁ ce, how 
often was your child taken to the exam room 
within 15 minutes of your appointment time?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
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14. In the last 12 months, once you and your child 
were in the exam room, how often did the person 
you were scheduled to see come in within 15 
minutes?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
15. In the last 12 months, when you had an 
appointment at your child’s doctor’s ofﬁ ce, how 
often did you see your child’s doctor (not a nurse 
or other provider from the doctor’s ofﬁ ce)?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
 MANAGING YOUR CHILD’S CARE
16. In the last 12 months, how often did your child’s 
doctor explain things in a way that was easy to 
understand?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
17. In the last 12 months, how often did your child’s 
doctor listen carefully to you and your child?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
18. In the last 12 months, did you talk with your 
child’s doctor about any health problems or 
symptoms that were bothering your child?
❏1 Yes
❏0 No Æ If No, Go to Question 21
19. In the last 12 months, how often did your child’s 
doctor give you clear instructions about what 
to do to take care of the health problems or 
symptoms that were bothering your child?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
20. In the last 12 months, how often did your child’s 
doctor give you clear instructions about what to 
do if your child’s health problems or symptoms 
got worse or came back?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
21. In the last 12 months, did your child’s doctor talk 
with you about how your child is growing and 
developing?
❏1 Yes
❏2 No
❏3 Does not apply
22. In the last 12 months, did your child’s doctor talk 
with you about protecting your child from injury 
(for example, in a car, on a bike, at home)?
❏1 Yes
❏0 No
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23. In the last 12 months, did your child’s doctor give 
you the information that you needed about food 
and nutrition for your child?
❏1 Yes, deﬁ nitely
❏2 Yes, somewhat
❏3 No, deﬁ nitely not
❏4 I did not need information about food and  
 nutrition
24. In the last 12 months, did your child’s doctor give 
you the information that you needed to help you 
understand and deal with your child’s behaviors?
❏1 Yes, deﬁ nitely
❏2 Yes, somewhat
❏3 No, deﬁ nitely not
❏4 I did not need information about my child’s  
 behaviors
25. In the last 12 months, did your child’s doctor’s 
ofﬁ ce remind you to get preventive care that 
your child was due to receive (for example, 
immunization, ﬂ u shot, eye exam)?
❏1 Yes
❏0 No
26. In the last 12 months, how often did your 
child’s doctor seem to know all the important 
information about your child’s medical history?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
27. In the last 12 months, how often did your child’s 
doctor show respect for what you and your child 
had to say?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
28. In the last 12 months, how often did your child’s 
doctor spend enough time with you and your 
child?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
29. How would you rate your child’s doctor’s 
knowledge of your child as a person (special 
abilities, concerns, fears)?
❏1 Very poor
❏2 Poor
❏3 Fair
❏4 Good
❏5 Very good
❏6 Excellent
 COORDINATING YOUR CHILD’S CARE
30. In the last 12 months, did your child’s doctor 
recommend that your child see a specialist doctor 
for a particular health problem?
❏1 Yes
❏0 No Æ If No, Go to Question 34
31. In the last 12 months, did your child see a 
specialist doctor?
❏1 Yes
❏0 No
32. In the last 12 months, how often was it easy to 
get appointments with specialist doctors for your 
child?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
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33. In the last 12 months, how often did your child’s 
doctor seem informed and up-to-date about the 
care your child received from specialist doctors?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
34. Does your child take any prescription medicines?
❏1 Yes
❏0 No Æ If No, Go to Question 36
35. In the last 12 months, did your child’s doctor talk 
with you about all of the different prescription 
medicines your child is using, including medicines 
prescribed by other doctors?
❏1  Yes
❏0  No
36. In the last 12 months, did your child’s doctor 
send your child for a blood test, x-ray or other 
test?
❏1 Yes
❏0 No Æ If No, Go to Question 38
37. In the last 12 months, when your child’s doctor 
sent your child for a blood test, x-ray or other test, 
how often did someone from the doctor’s ofﬁ ce 
follow up to give you the test results?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
38. In the last 12 months, did your child’s doctor 
recommend that your child get counseling for any 
emotional or behavioral problems, including drug 
and alcohol use?
❏1 Yes
❏0 No Æ If No, Go to Question 41
39. In the last 12 months, did your child get any 
emotional or behavioral counsling, including 
treatment for drug or alcohol use?
❏1 Yes
❏0 No Æ If No, Go to Question 41
40. In the last 12 months, how often did your child’s 
doctor seem informed and up-to-date about the 
emotional or behavioral counseling or treatment 
for drug or alcohol use your child received?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
 OVERALL RATING
41. Using any number from 0 to 10, where 0 is the 
worst doctor possible and 10 is the best doctor 
possible, what number would you use to rate your 
child’s regular doctor?
❏ 0 Worst doctor possible
❏ 1
❏ 2
❏ 3
❏ 4
❏ 5
❏ 6
❏ 7
❏ 8
❏ 9
❏ 10 Best doctor possible
42. Would you recommend your child’s regular 
doctor to your family and friends?
❏1 Deﬁ nitely yes
❏2 Probably yes
❏3 Not sure
❏4 Probably not
❏5 Deﬁ nitely not
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 OTHER MEMBERS OF YOUR CHILD’S PRIMARY 
CARE TEAM
43. Sometimes when you go to your child’s doctor’s 
ofﬁ ce, your child might receive care from 
another provider – for example, a nurse, nurse 
practitioner, physician assistant or other doctor 
in the practice.  We want to know about your 
experiences with these other providers at your 
child’s doctor’s ofﬁ ce.
Are there other doctors or nurses in your child’s 
doctor’s ofﬁ ce who your child has seen for some 
of his or her visits in the last 12 months?
❏1 Yes
❏0 No Æ If No, Go to Question 48
44. In the last 12 months, how often did these other 
doctors and nurses at your child’s doctor’s 
ofﬁ ce explain things in a way that was easy to 
understand?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
45. In the last 12 months, how often did you feel that 
these other doctors and nurses at your child’s 
doctor’s ofﬁ ce had all the information they needed 
to correctly diagnose and treat your child’s health 
problems?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
46. In the last 12 months, how often did these other 
doctors and nurses at your child’s doctor’s ofﬁ ce 
spend enough time with you and your child?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
47. Overall, how would you rate the care your child 
received in the last 12 months from these other 
doctors and nurses at your child’s doctor’s ofﬁ ce?
❏1 Very poor
❏2 Poor
❏3 Fair
❏4 Good
❏5 Very good
❏6 Excellent
 OFFICE STAFF
48. In the last 12 months, how often were the front 
ofﬁ ce staff at your child’s doctor’s ofﬁ ce as helpful 
as you thought they should be?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
49. In the last 12 months, how often did the front 
ofﬁ ce staff at your child’s doctor’s ofﬁ ce treat you 
with courtesy and respect?
❏1 Never
❏2 Almost never
❏3 Sometimes
❏4 Usually
❏5 Almost always
❏6 Always
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 ABOUT YOUR CHILD
50. In general, how would you rate your child’s overall 
health?
❏1 Excellent
❏2 Very good
❏3 Good
❏4 Fair
❏5 Poor
51. What is your child’s age?
❏1 Less than 2 years old
❏2 2 to 4 years old
❏3 5 to 9 years old
❏4 10 to 14 years old
❏5 15 to 18 years old
52. Is your child male or female?
❏1 Male
❏2 Female
53. Is your child of Hispanic or Latino origin or 
descent?
❏1 Yes, Hispanic or Latino
❏0 No, not Hispanic or Latino
54. What is your child’s race?  Please mark one or 
more.
❏1 White
❏2 Black or African-American
❏3 Asian
❏4 Native Hawaiian or other Paciﬁ c Islander
❏5 American Indian or Alaska Native
❏6 Other
55. What language do you mainly speak at home?
❏1 English
❏2 Arabic
❏3 Cambodian
❏4 Chinese
❏5 French
❏6 Haitian/Creole
❏7 Laotian
❏8 Portuguese
❏9 Russian
❏10 Spanish
❏11 Vietnamese
❏12 Other ____________________________
56. Has a doctor ever said that your child had:  
      Yes1 No0
a. Diabetes    ❏ ❏
b. Asthma    ❏ ❏
c. The problem of being    
 overweight or excessive weight   
 gain     ❏ ❏
d. An eating disorder - anorexia    
 or bulimia    ❏ ❏
e. Attention Disorder such as   
 ADD or ADHD   ❏ ❏
f. Depression or other emotional   
 problem    ❏ ❏
g. Autism, mental retardation, or   
 other developmental problems ❏ ❏
h. Epilepsy or seizure disorder ❏ ❏
i. Cystic Fibrosis   ❏ ❏
j. Birth defect (including spina   
 biﬁ da and congenital heart   
 disease)    ❏ ❏
k. Other chronic (long term)    
 health condition (Please specify) ❏ ❏
 __________________________
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 ABOUT YOU
57. What is your age?
❏1 Less than 18 years old
❏2 18 to 24 years old
❏3 25 to 34 years old
❏4 35 to 44 years old
❏5 45 to 54 years old
❏6 55 to 64 years old
❏7 65 years old or older
58. Are you male or female?
❏1 Male
❏2 Female
59. What is the highest grade or level of school that 
you have completed?
❏1 8th grade or less
❏2 Some high school, but did not graduate
❏3 High school graduate or GED
❏4 Some college or 2-year degree
❏5 4-year college graduate
❏6 More than 4-year college degree
60. How are you related to the child?
❏1 Mother or father
❏2 Grandparent
❏3 Aunt or uncle
❏4 Older brother or sister
❏5 Other relative
❏6 Legal guardian
❏7 Someone else
 ______________________________________
 (please print)
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THANK YOU
Please return the completed survey in the postage-paid envelope to:
Center for the Study of Services, PO Box 10810, Herndon, VA 20172-9904
If you have any questions please call the toll-free number 1-800-874-5561 (TTY 1-866-343-4069). 
Please do not include any other correspondence.
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Appendix B Questions comprising each summary measure 
(Composite) 
 
Table 16. Composite Questions - Quality of Doctor-Patient Interaction  
Quality of Doctor-Patient Interactions  
Composite Survey Questions 
Communication In the last 12 months, how often… 
1. … did your personal doctor explain things in a way that was easy to 
understand? 
2. … did your personal doctor listen carefully to you? 
3. … did your personal doctor give you clear instructions about what 
to do to take care of the health problems or symptoms that were 
bothering you? 
4. … did your personal doctor give you clear instructions about what 
to do if your symptoms got worse or came back? 
5. …did your personal doctor show respect for what you had to say? 
6. …did your personal doctor spend enough time with you? 
Integration of Care In the last 12 months… 
1. …when your personal doctor sent you for a blood test, x-ray or 
other test, did someone from the doctor’s office follow up to give 
you the test results? 
2. …how often did your personal doctor seem informed and up-to-date 
about the care you received from specialist doctors? 
3. … how often was it easy to get appointments with specialist 
doctors? 
 
Knowledge of Patient  
 
 
 
1. In the last 12 months how often did your personal doctor seem to 
know all the important information about your medical history? 
2. How would you rate your personal doctor’s knowledge of you as a 
person, including values and beliefs that are important to you? 
Health Promotion In the last 12 months… 
1. …did you and your personal doctor talk about a healthy diet and 
healthy eating habits? 
2. …did you and your personal doctor talk about the exercise or 
physical activity you get? 
3. …did you and your personal doctor talk about things in your life that 
worry you or cause you stress? 
4. …did your personal doctor ask whether there was a period of 2 
weeks or more when you felt sad, empty or depressed?  
5. …did your personal doctor’s office remind you to get preventive 
care that you were due to receive (for example, flu shot, cancer 
screening, mammogram, eye exam)? 
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Table 17. Composite Questions - Organizational Features of Care  
Organizational Features of Care 
Composite Survey Questions 
Organizational Access In the last 12 months… 
1. … when you called your personal doctor’s office to get an appointment 
for care you needed right away, how often did you get an appointment 
as soon as you needed it? 
2.  …when you called your personal doctor’s office with a medical question 
during regular office hours, how often did you get an answer to your 
question that same day? 
3. …when you called your personal doctor’s office after regular office 
hours, how often did you get the help or advice you needed? 
4. …when you scheduled an appointment for a check-up or routine care at 
your personal doctor’s office, how often did you get an appointment as 
soon as you needed it? 
5. … when you had an appointment at your personal doctor’s office, how 
often were you taken to the exam room within 15 minutes of your 
appointment time? 
6. …once you were in the exam room, how often did the person you were 
scheduled to see come in within 15 minutes? 
Visit-based Continuity In the last 12 months, when you had an appointment at your personal 
doctor’s office, how often did you see your personal doctor (not a nurse or 
other provider from the doctor’s office)? 
Clinical Team Are there other doctors or nurses in your personal doctor’s office who you 
have seen for some of your visits in the last 12 months? If YES, the following 
questions were asked: 
 
In the last 12 months… 
1. … how often did these other doctors and nurses at your personal 
doctor’s office explain things in a way that was easy to understand? 
2.  … how often did you feel that these other doctors and nurses at your 
personal doctor’s office had all the information they needed to correctly 
diagnose and treat your health problems? 
3.  … how often did these other doctors and nurses at your personal 
doctor’s office spend enough time with you? 
4. Overall, how would you rate the care you got in the last 12 months from 
these other doctors and nurses at your personal doctor’s office? 
 
Office Staff In the last 12 months… 
1. … how often were front office staff  at your personal doctor’s office as 
helpful as you thought they should be? 
2. … how often did front office staff at your personal doctor’s office treat 
you with courtesy and respect? 
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Appendix C Bivariate Analyses of Adult Composite Scores 
The following sections present unadjusted adult respondents’ scores on the eight 
composite measures of member experience derived from the survey. The composite 
measures are grouped into two categories: doctor-patient interactions (communication, 
integration, knowledge of the patient, and health promotion) and organizational features 
of care (access, visit continuity, clinical team, and office staff). As described in Section 
2.4, each composite is scored from 0 to 100, where a score of 100 indicates 
respondents chose “always” as their response for each item in the composite and a 
score of 0 indicates that respondents chose “never” as their response for each item. 
Results are analyzed based on the following patient characteristics: disabilities and other 
chronic conditions; behavioral disorders; health care utilization; and socio-demographic 
characteristics. 
Appendix C.1 Disabilities and Other Chronic Conditions 
Table 18. Satisfaction Among Adults with Disabilities and Other Chronic 
Conditions – Doctor-Patient Interactions 
 Communication 
__(N=5,793)__ 
Integration 
_(N=3,568)__ 
Knowledge of pt. 
__(N=5,826)__ 
Health promotion 
__(N=5,759)_ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Disability1       
Yes  88.7 (18.4)* 79.5 (22.1)*** 82.6 (21.9)*** 67.3 (28.9)*** 
No  87.5 (18.5) 74.4 (23.1) 78.6 (23.1)  58.1 (30.2) 
CDPS         
Low2  87.7 (18.8) 75.2 (23.5)** 79.3 (23.1)* 59.3 (30.5)*** 
Medium3  87.6 (18.4) 75.9 (23.1) 79.3 (22.3)+ 60.2 (30.0)* 
High4  88.8 (18.2)* 79.0 (21.7)*** 82.2 (22.2)*** 67.1 (28.7)*** 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1As indicated by the Disability Flag in Medicaid data.   2Less than 25th percentile.   325th – 75th percentile. 
4Greater than 75th percentile 
 
Table 19. Satisfaction Among Adults with Disabilities and Other Chronic 
Conditions – Organizational Features of Care 
 Access 
__(N=5,533)__ 
Visit Continuity 
__(N=5,761)__ 
Clinical Team 
__(N=3,696)__ 
Office Staff 
__(N=6,090)__ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Disability1       
Yes  76.2 (20.8)*** 83.0 (26.2)*** 79.5 (21.9)* 86.5 (20.6)*** 
No  73.6 (21.5) 78.9 (28.0) 77.8 (21.3) 81.9 (22.6) 
CDPS                 
Low2  74.1 (21.6)+ 78.9 (28.7)*** 78.6 (21.2) 83.4 (22.0) 
Medium3  74.1 (21.0) 80.8 (26.4) 77.3 (21.8)* 82.9 (22.1)+ 
High4  75.9 (20.8)** 82.8 (26.0)*** 79.3 (21.8) 85.0 (21.6)** 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1As indicated by the Disability Flag in Medicaid data.   2Less than 25th percentile.   325th – 75th percentile. 
4Greater than 75th percentile 
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Appendix C.2 Behavioral Health Disorders 
Table 20. Satisfaction Among Adults with Behavioral Health Disorders – Doctor-
Patient Interactions 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Respondents can be included in more than one category. 
 Communication 
__(N=5,793)__ 
Integration 
_(N=3,568)__ 
Knowledge of pt. 
__(N=5,826)__ 
Health promotion 
__(N=5,759)_ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Mental illness 
Any mental illness1 
Yes  87.6 (19.2) 76.8 (22.9) 80.2 (23.3) 65.7 (29.6)*** 
No  88.3 (17.9) 76.7 (22.7) 80.2 (22.2) 58.6 (30.0) 
Major depression1 
Yes  86.9 (19.8)+ 77.0 (22.6) 79.5 (23.9) 67.2 (29.8)*** 
No  88.2 (18.2) 76.7 (22.9) 80.3 (22.4) 60.7 (29.9) 
Bipolar1                 
Yes  86.3 (20.9)* 75.8 (24.6) 78.5 (24.8)+ 62.2 (30.8) 
No  88.2 (18.2) 76.9 (22.6) 80.4 (22.4) 61.8 (29.9) 
Schizophrenia/paranoia1 
Yes  84.3 (19.7)* 77.5 (23.1) 77.8 (23.8) 62.2 (28.7) 
No  88.1 (18.5) 76.7 (22.8) 80.2 (22.6) 61.8 (30.1) 
Other mental illness1 
Yes  87.9 (18.8) 77.4 (21.8) 80.0 (23.3)  66.0 (29.1)*** 
No  88.0 (18.4) 76.5 (23.1) 80.2 (22.5)  60.7 (30.2) 
Substance use disorder 
Any substance use disorder1 
Yes  87.3 (20.0) 76.6 (23.3) 80.2 (23.9) 65.3 (29.4)*** 
No  88.2 (18.1) 76.8 (22.7) 80.2 (22.3) 60.9 (30.1) 
Alcohol abuse1      
Yes  87.9 (19.9) 77.8 (22.9) 81.8 (23.3) 67.9 (28.5)*** 
No  88.0 (18.4) 76.7 (22.8) 80.1 (22.6) 61.5 (30.1) 
Drug abuse1      
Yes  85.8 (20.9)* 76.0 (23.3) 78.5 (24.8) 64.0 (29.6) 
No  88.2 (18.3) 76.8 (22.8) 80.3 (22.5) 61.7 (30.1) 
Co-occurring mental illness and substance use disorder 
Yes  86.5 (20.9)* 75.9 (23.2) 79.5 (24.6) 66.5 (29.4)*** 
No  88.2 (18.1) 76.9 (22.7) 80.3 (22.3) 61.0 (30.1) 
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Table 21. Satisfaction Among Adults with Behavioral Health Disorders – 
Organizational Features of Care 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Respondents can be included in more than one category. 
 
 Access 
__(N=5,533)__ 
Visit Continuity 
__(N=5,761)__ 
Clinical Team 
__(N=3,696)__ 
Office Staff 
__(N=6,090)__ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Mental illness 
Any mental illness1 
Yes  74.9 (21.3) 80.6 (27.1) 78.0 (22.6) 83.8 (22.4) 
No  74.5 (21.2) 80.5 (27.6) 78.9 (20.5) 83.7 (21.5) 
Major depression1 
Yes  74.0 (21.7) 80.5 (27.3) 76.6 (23.2)* 83.0 (23.4) 
No  74.8 (21.2) 80.6 (27.4) 78.9 (21.1) 83.9 (21.6) 
Bipolar1                 
Yes  73.7 (22.3) 79.0 (28.1) 76.5 (24.0)+ 83.4 (23.3) 
No  74.8 (21.1) 80.7 (27.3) 78.7 (21.2) 83.8 (21.8) 
Schizophrenia/paranoia1 
Yes  73.1 (21.6) 78.5 (29.4) 77.1 (24.6) 83.3 (23.2) 
No  74.7 (21.2) 80.6 (27.3) 78.5 (21.4) 83.7 (21.9) 
Other mental illness1 
Yes  75.0 (20.9) 80.5 (27.0) 77.9 (23.3) 83.6 (22.7) 
No  74.6 (21.3) 80.6 (27.5) 78.6 (21.0) 83.8 (21.7) 
Substance use disorder 
Any substance use disorder1 
Yes  75.7 (21.4)+ 80.2 (28.0) 78.9 (22.5) 85.2 (21.5)** 
No  74.4 (21.2) 80.6 (27.2) 78.4 (21.2) 83.3 (22.0) 
Alcohol abuse1      
Yes  77.6 (20.4)* 81.6 (26.6) 79.9 (22.2) 86.8 (20.3)* 
No  74.5 (21.3) 80.5 (27.4) 78.4 (21.5) 83.6 (22.0) 
Drug abuse1      
Yes  74.1 (21.7) 78.2 (29.9)+ 76.2 (24.9)+ 84.9 (21.5) 
No  74.7 (21.2) 80.8 (27.1) 78.7 (21.2) 83.6 (21.9) 
Co-occurring mental illness and substance use disorder 
Yes  74.9 (21.7) 80.1 (28.0) 78.6 (22.7) 84.8 (22.3) 
No  74.6 (21.2) 80.6 (27.3) 78.5 (21.3) 83.6 (21.8) 
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Appendix C.3 Health Service Utilization 
Table 22. Satisfaction Among Adults, by Level of Health Service Utilization – 
Doctor-Patient Interactions 
 Communication 
__(N=5,793)__ 
Integration 
_(N=3,568)__ 
Knowledge of pt.
__(N=5,826)__ 
Health promotion
__(N=5,759)_ 
Type of care Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Hospitalizations      
0  88.0 (18.3) 76.7 (22.9) 80.1 (22.5) 61.6 (30.0)+ 
1  88.4 (19.5) 77.3 (23.3) 81.8 (23.4) 63.8 (30.9) 
2+  87.1 (19.7) 76.1 (21.3) 79.7 (24.0) 63.3 (29.2) 
ED visits  
0  88.3 (17.9) 77.1 (22.5) 80.4 (21.8) 61.2 (30.0)* 
1 - 2  86.6 (19.8) 75.7 (24.7) 80.1 (23.7) 61.7 (29.6) 
3+  87.7 (19.3)* 76.4 (23.1) 79.8 (23.9) 62.9 (30.2)** 
Ambulatory care visits  
0  88.2 (17.2) 72.4 (24.8)+ 78.2 (22.2) 54.4 (30.5)*** 
1 – 4 87.4 (18.9) 72.5 (24.2)** 77.5 (25.0)** 55.8 (31.2)*** 
5+  88.0 (18.5) 77.0 (22.7)*** 80.4 (22.6)** 62.5 (29.9)*** 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
 
Table 23. Satisfaction Among Adults, by Level of Health Service Utilization – 
Organizational Features of Care 
 Access 
__(N=5,533)__ 
Visit Continuity 
__(N=5,761)__ 
Clinical Team 
__(N=3,696)__ 
Office Staff 
__(N=6,090)__ 
Type of care Mean (SD) Mean (SD) (SD) Mean (SD) 
Hospitalizations      
0  74.5 (21.2) 80.5 (27.4) 78.7 (21.2) 83.7 (21.8) 
1  76.1 (21.1) 81.0 (27.6) 77.5 (23.7) 82.8 (23.8) 
2+  74.7 (21.4) 81.2 (26.9) 76.6 (23.7) 85.1 (20.1) 
ED visits  
0  74.8 (20.9) 80.6 (27.5) 79.5 (20.4)*** 83.9 (21.5) 
1 - 2  73.4 (22.4) 83.0 (25.9) 74.8 (24.4) 82.6 (22.5) 
3+  74.6 (21.7) 80.1 (27.3) 77.4 (22.7)** 83.6 (22.6) 
Ambulatory care visits  
0  74.4 (21.0) 82.5 (26.5) 79.0 (21.1) 82.0 (22.7) 
1 – 4 72.7 (23.2) + 79.7 (28.9) 78.0 (22.2) 83.0 (22.4) + 
5+  74.8 (21.2) + 80.5 (27.3) 78.5 (21.5) 83.9 (21.9)* 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
                                                                          In-Depth Analyses of the MassHealth MHQP Member Experience Survey Data | 82 
Final Report - October 2011  
Appendix C.4 Socio-Demographic Characteristics 
Table 24. Satisfaction Among Adults with Selected Socio-Demographic 
Characteristics – Doctor-Patient Interactions 
 Communication 
__(N=5,793)__ 
Integration 
_(N=3,568)__ 
Knowledge of pt.
__(N=5,826)__ 
Health promotion
__(N=5,759)_ 
Characteristic Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Age (years) 
18-24  86.3 (19.4)* 66.9 (27.4)*** 76.6 (24.9)*** 50.6 (30.6)*** 
25-34  87.2 (18.5)+ 71.4 (24.5)*** 76.3 (24.2)*** 53.7 (31.5)*** 
35-44  87.5 (19.0) 75.5 (22.8)+ 79.9 (23.1) 61.6 (29.6) 
45-54  88.3 (18.7) 79.5 (21.2)*** 81.7 (21.7)** 66.1 (28.6)*** 
55+  89.7 (17.2)*** 80.9 (20.3)*** 83.9 (19.9)*** 69.7 (27.1)*** 
Gender 
Male  88.2 (18.0) 78.3 (22.4)* 80.9 (21.9) 63.1 (29.3)* 
Female  87.9 (18.7) 76.1 (22.9) 79.9 (23.0) 61.4 (30.3) 
Race and ethnicity 
White  87.8 (19.1) 76.4 (22.7) 79.3 (23.7)*** 60.3 (30.2)*** 
Black  88.9 (17.2) 75.4 (23.7) 80.3 (22.4) 63.2 (29.6) 
Hispanic  89.8 (16.7)*** 78.7 (22.7)*** 83.2 (20.6)*** 65.2 (30.0)*** 
Other  87.9 (17.9) 77.2 (22.9) 81.3 (21.3)** 64.0 (29.8)*** 
Missing 88.2 (18.4) 78.3 (20.4) 79.9 (22.2) 56.9 (30.3)+ 
Language         
English  88.1 (18.8) 76.3 (22.9) 79.3 (23.5)*** 60.2 (30.2)*** 
Spanish  90.2 (16.4)*** 79.6 (21.6)*** 83.8 (20.4)*** 66.7 (29.5)*** 
Other  82.4 (19.9)*** 72.3 (24.0)*** 77.2 (20.8)** 61.9 (28.0) 
Missing 87.7 (18.2) 77.4 (23.0) 81.7 (21.3)+ 63.8 (30.4)+ 
Education          
8th grade or less 88.5 (17.8) 79.1 (22.5)* 84.1 (19.9)*** 67.9 (28.4) *** 
Some HS  88.5 (17.5) 77.8 (23.7) 82.3 (21.2)** 65.4 (28.7)*** 
HS grad or GED  87.8 (19.4) 77.1 (22.0) 80.4 (23.1) 61.0 (29.8) 
Some college or 
2-yr degree  
87.5 (18.4) 74.4 (23.4)*** 77.3 (23.9)*** 58.0 (30.9)*** 
4-yr college grad 88.4 (16.9) 77.2 (21.2) 78.9 (21.9) 60.0 (30.9) 
> 4-yr college  88.2 (19.6) 77.6 (22.6) 79.0 (23.3) 65.7 (29.5)+ 
Residential county         
Barnstable  87.3 (16.2) 82.7 (25.3) 83.5 (20.3) 71.2 (29.8) 
Berkshire  81.0 (22.7)** 71.1 (23.1)+ 73.5 (22.5)** 53.1 (26.4)** 
Bristol  86.6 (20.5)+ 77.5 (22.6) 78.6 (23.5)+ 57.9 (31.2)*** 
Dukes1 n/a  n/a  n/a  n/a  
Essex  89.4 (17.2)** 77.5 (23.) 80.3 (23.1) 61.0 (29.6) 
Franklin  87.1 (18.4) 76.9 (18.7) 79.1 (23.5) 63.7 (33.3) 
Hampden  88.6 (17.2)+ 76.9 (23.0) 81.6 (21.7)* 63.1 (30.1) 
Hampshire  83.2 (19.0)* 69.5 (26.9)* 75.5 (21.3)+ 62.3 (29.5) 
Middlesex  88.9 (17.9) 77.4 (22.4) 80.9 (21.7) 63.1 (29.2) 
Nantucket1  n/a  n/a  n/a  n/a  
Norfolk  86.0 (20.7) 75.8 (21.2) 78.7 (23.6) 59.0 (29.2) 
Plymouth  87.2 (20.) 76.7 (21.4) 78.3 (25.8) 58.1 (31.1)+ 
Suffolk  87.3 (17.4) 77.3 (22.4) 81.1 (21.1) 66.5 (28.1)*** 
Worcester  88.5 (19.1) 76.2 (23.6) 80.7 (23.2) 62.3 (30.4) 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Cell sizes too small to report. 
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Table 25. Satisfaction Among Adults with Selected Socio-Demographic 
Characteristics – Organizational Features of Care 
 Access 
__(N=5,533)__ 
Visit Continuity 
__(N=5,761)__ 
Clinical Team 
__(N=3,696)__ 
Office Staff 
__(N=6,090)__ 
Characteristic Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Age (years) 
18-24  72.5 (21.9)* 75.5 (28.1)*** 75.5 (22.2)** 78.5 (24.4)*** 
25-34  71.7 (22.3)*** 77.2 (29.4)*** 77.0 (21.6)* 80.5 (24.1)*** 
35-44  73.8 (21.4)+ 79.2 (28.)* 78.6 (21.6) 83.0 (22.0) 
45-54  76.5 (20.4)*** 82.5 (26.0)*** 79.5 (21.6)+ 85.9 (20.3)*** 
55+  77.2 (20.3)*** 85.2 (24.7)*** 79.9 (20.7)* 87.5 (19.1)*** 
Gender 
Male  76.6 (20.7)*** 83.5 (25.5)*** 80.6 (20.2)*** 85.9 (20.5)*** 
Female  73.9 (21.4) 79.4 (28.0) 77.8 21.9 82.9 (22.4) 
Race and ethnicity 
White  76.1 (20.6)*** 81.3 (26.9)+ 79.0 (21.6) 84.8 (21.3)*** 
Black  72.5 (20.9)+ 80.7 (27.4) 78.9 (20.7) 81.8 (22.9)+ 
Hispanic  74.1 (22.4) 80.3 (28.1) 78.9 (21.4) 84.1 (22.1) 
Other  72.8 (22.0)*** 79.7 (27.8)+ 77.8 (21.5) 82.4 (22.6)*** 
Missing 76.2 (21.2) 77.8 (27.8) 70.1 (29.5)+ 85.3 (20.0) 
Language         
English  75.8 (20.8)*** 81.0 (27.0)+ 79.2 (21.5)** 84.6 (21.5)*** 
Spanish  74.8 (22.2) 81.7 (27.8) 79.0 (21.4) 84.2 (22.0) 
Other  67.9 (20.3)*** 78.3 (27.0)+ 71.9 (20.6)*** 77.2 (23.0)*** 
Missing 72.9 (22.1)* 77.6 (28.7)** 77.0 (22.0) 82.4 (22.9) 
Education          
8th grade or less  75.0 (20.5) 81.6 (26.5) 79.5 (22.3) 85.2 (21.2)+ 
Some HS  74.5 (21.8) 80.2 (27.8) 80.0 (20.5)+ 84.2 (21.9) 
HS grad or GED  74.7 (21.7) 81.0 (27.4) 78.7 (21.6) 84.2 (22.3) 
Some college or 
2-yr degree  
74.0 (21.0) 79.8 (27.6) 76.6 (22.0)*** 82.3 (22.0)** 
4-yr college grad 75.7 (20.1) 82.3 (24.9) 81.1 (18.2)* 83.8 (20.1) 
> 4-yr college  75.5 (19.6) 82.1 (27.8) 78.2 (22.1) 84.3 (21.4) 
Residential county         
Barnstable  80.0 (16.9) 78.9 (30.3) 81.9 (20.6) 87.0 (16.6) 
Berkshire  74.8 (20.7) 64.2 (32.1)*** 81.7 (17.8)+ 82.8 (20.6) 
Bristol  72.9 (22.0)* 81.7 (27.5) 77.2 (22.6) 83.8 (22.4) 
Dukes1 n/a n/a n/a n/a 
Essex  75.5 (21.7) 84.1 (25.9)*** 77.5 (21.8) 83.3 (22.8) 
Franklin  73.1 (20.7) 78.0 (27.8) 76.7 (22.1) 85.0 (22.6) 
Hampden  74.8 (21.0) 79.4 (27.7) 79.9 (20.8)* 85.1 (20.4)* 
Hampshire  76.6 (18.5) 78.6 (25.1) 76.7 (20.6) 83.8 (20.8) 
Middlesex  79.5 (18.6)*** 78.3 (28.0)* 81.1 (20.8)* 85.3 (20.9)+ 
Nantucket1 n/a n/a n/a n/a 
Norfolk  75.8 (20.3) 76.7 (28.9)* 77.9 (21.8) 82.0 (22.4) 
Plymouth  75.7 (20.3) 83.6 (25.3)+ 83.9 (17.8)*** 85.4 (20.7) 
Suffolk  72.1 (20.9)** 82.2 (26.3) 77.4 (20.5) 81.2 (22.8)** 
Worcester  73.1 (22.6)* 80.7 (27.4) 76.3 (23.2)** 83.2 (22.8) 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Cell sizes too small to report. 
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Appendix D Bivariate Analyses of Child Composite Scores 
The following sections present unadjusted child respondents’ scores on the eight 
composite measures of member experience derived from the survey. The composite 
measures are grouped into two categories: doctor-patient interactions (communication, 
integration, knowledge of the patient, and health promotion) and organizational features 
of care (access, visit continuity, clinical team, and office staff). As described in Section 
3.4, each composite is scored from 0 to 100, where a score of 100 indicates 
respondents chose “always” as their response for each item in the composite and a 
score of 0 indicates that respondents chose “never” as their response for each item 
Results are analyzed based on the following patient characteristics: disabilities and other 
chronic conditions; behavioral disorders; health care utilization; and socio-demographic 
characteristics. 
Appendix D.1 Disabilities and Other Chronic Conditions 
Table 26. Satisfaction Among Children with Disabilities and Other Chronic 
Conditions – Doctor-Patient Interactions 
  Communication 
___(N=6,904)__ 
Integration 
__(N=2,300)__ 
Knowledge of pt. 
__(N=6,866)__ 
Health promotion 
__(N=6,586)__ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Disability1       
Yes  92.8 (12.9) 80.8 (20.8) 86.8 (19.7) 83.5 (24.0) 
No  92.9 (13.0) 78.8 (22.2) 85.8 (18.1) 83.6 (23.1) 
CDPS         
Low2  93.3 (12.7) 79.6 (22.3) 86.0 (18.4) 83.9 (23.2) 
Medium3  92.9 (12.7) 78.7 (22.6) 85.8 (18.2) 83.8 (22.8) 
High4  92.4 (13.8)+ 79.0 (21.2) 85.9 (18.3) 82.6 (24.2) 
+ Significant at p< .10 * Significant at p<0.05 ** Significant at p<0.01  ***Significant at p< .001  
1As indicated by the Disability Flag in Medicaid data.   2Less than 25th percentile.   325th – 75th percentile. 
4Greater than 75th percentile 
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Table 27. Satisfaction Among Children with Disabilities and Other Chronic 
Conditions – Organizational Features of Care 
 Access 
__(N=6,747)__ 
Visit Continuity 
__(N=6,908)__ 
Clinical Team 
__(N=4,835)__ 
Office Staff 
__(N=7,019)_ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Disability1       
Yes  80.3 (19.1) 80.2 (26.8) 81.9 (20.2)+ 87.7 (19.2) 
No  80.5 (18.5) 81.2 (25.0) 84.1 (18.0) 87.2 (19.6) 
CDPS         
Low2  80.3 (18.7) 81.3 (25.2) 84.6 (18.) 88.5 (18.4)** 
Medium3  80.7 (18.4) 81.8 (24.7)+ 83.6 (18.3) 86.7 (19.8)** 
High4  80.1 (18.6) 79.5 (26.2)** 84.0 (18.1) 87.3 (20.4) 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1As indicated by the Disability Flag in Medicaid data.   2Less than 25th percentile.   325th – 75th percentile. 
4Greater than 75th percentile 
 
Appendix D.2 Behavioral Health Disorders 
Table 28. Satisfaction Among Children with Behavioral Health Disorders – Doctor-
Patient Interactions 
  Communication 
 __(N=6,904)__ 
Integration 
__(N=2,300)__ 
Knowledge of pt. 
__(N=6,866)__ 
Health promotion 
__(N=6,586)__ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Mental illness 
Any mental illness1 
Yes  92.7 (13.2) 78.9 (22.0) 86.0 (19.1) 82.9 (24.1)+ 
No  92.9 (12.8) 79.1 (22.2) 85.8 (17.9) 83.9 (22.8) 
Major depression1 
Yes  91.8 (16.3) 80.4 (24.5) 85.9 (19.3) 75.7 (27.5)* 
No  92.9 (12.9) 79.0 (22.0) 85.9 (18.2) 83.7 (23.1) 
Bipolar1         
Yes  91.4 (16.0) 79.0 (20.7) 84.0 (22.3) 79.7 (26.3)* 
No  92.9 (12.8) 79.0 (22.2) 85.9 (18.1) 83.7 (23.1) 
Schizophrenia/paranoia1 
Yes  96.2 (8.7) 75.0 (37.9) 82.9 (25.6) 68.8 (40.1) 
No  92.9 (13.0) 79.0 (22.1) 85.9 (18.2) 83.6 (23.2) 
Other mental illness1 
Yes  92.7 (13.0) 78.5 (22.4) 85.9 (19.2) 82.9 (24.) 
No  92.9 (12.9) 79.2 (21.9) 85.8 (18.0) 83.8 (22.9) 
Substance use disorder 
Any substance use disorder1 
Yes  94.1 (11.6) 75.3 (21.6) 87.5 (14.8) 80.4 (24.6) 
No  92.9 (13.0) 79.0 (22.1) 85.8 (18.3) 83.6 (23.2) 
Alcohol abuse1      
Yes  90.3 (18.6) 68.9 (23.7) 83.1 (18.) 81.7 (21.1) 
No  92.9 (13.0) 79.0 (22.1) 85.9 (18.3) 83.6 (23.2) 
Drug abuse1      
Yes  95.2 (8.5)+ 76.7 (21.5) 88.0 (14.5) 83.9 (24.0) 
No  92.9 (13.0) 79.0 (22.1) 85.8 (18.3) 83.6 (23.2) 
Co-occurring mental illness and substance use disorder 
Yes  94.9 (8.9)+ 71.6 (21.5) 87.2 (14.6) 80.8 (23.8) 
No  92.9 (13.0) 79.1 (22.1) 85.8 (18.3) 83.6 (23.2) 
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+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Respondents can be included in more than one category. 
 
 
Table 29. Satisfaction Among Children with Behavioral Health Disorders – 
Organizational Features of Care 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Respondents can be included in more than one category. 
 Access 
__(N=6,747)__ 
Visit Continuity 
__(N=6,908)__ 
Clinical Team 
__(N=4,835)__ 
Office Staff 
__(N=7,019)_ 
Condition Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Mental illness 
Any mental illness1 
Yes  80.6 (18.4) 80.6 (26.0) 83.7 (18.8) 87.8 (19.8) 
No  80.4 (18.5) 81.4 (24.8) 84.0 (17.9) 87.0 (19.5) 
Major depression1 
Yes  82.9 (17.6) 76.5 (27.0)* 83.6 (19.7) 94.6 (10.9)*** 
No  80.5 (18.5) 81.2 (25.1) 83.9 (18.2) 87.2 (19.7) 
Bipolar1         
Yes  82.0 (16.3)+ 78.4 (27.4) 84.2 (16.3) 89.6 (16.7)* 
No  80.4 (18.6) 81.2 (25.1) 83.9 (18.2) 87.2 (19.7) 
Schizophrenia/paranoia1 
Yes  84.0 (16.4) 66.7 (39.3) 82.0 (23.1) 85.0 (28.1) 
No  80.5 (18.5) 81.2 (25.1) 83.9 (18.2) 87.2 (19.6) 
Other mental illness1 
Yes  80.6 (18.3) 80.5 (26.2) 83.2 (19.3) 87.7 (20.1) 
No  80.5 (18.6) 81.4 (24.9) 84.1 (17.8) 87.1 (19.5) 
Substance use disorder 
Any substance use disorder1 
Yes  83.1 (17.4) 80.7 (23.8) 87.6 (15.0) 90.2 (17.9) 
No  80.4 (18.5) 81.2 (25.2) 83.9 (18.2) 87.2 (19.6) 
Alcohol abuse1      
Yes  82.6 (21.4) 76.9 (26.9) 87.8 (15.0) 93.6 (10.3)* 
No  80.5 (18.5) 81.2 (25.2) 83.9 (18.2) 87.2 (19.6) 
Drug abuse1      
Yes  83.6 (17.0) 79.0 (23.2) 88.8 (15.1) 91.7 (16.1) 
No  80.5 (18.5) 81.2 (25.2) 83.9 (18.2) 87.2 (19.6) 
Co-occurring mental illness and substance use disorder 
Yes  83.5 (17.5) 80.4 (22.7) 87.2 (15.4) 89.6 (19.0) 
No  80.5 (18.5) 81.2 (25.2) 83.9 (18.2) 87.2 (19.6) 
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Appendix D.3 Level of Health Service Utilization 
Table 30. Satisfaction Among Children, by Level of Health Service Utilization – 
Doctor-Patient Interactions 
  Communication 
 __(N=6,904)__ 
Integration 
__(N=2,300)__ 
Knowledge of pt.
__(N=6,866)__ 
Health promotion
__(N=6,586)__ 
Type of care Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Hospitalizations      
0  92.9 (12.8) 78.8 (22.2) 85.9 (18.1) 83.7 (23.1) 
1  91.7 (15.9) 83.0 (18.9) 85.0 (21.5) 81.4 (26.2) 
2+  89.8 (19.5) 80.6 (22.4) 84.6 (23.9) 79.0 (27.3) 
ED visits  
0  93.0 (12.9) 78.4 (22.2) 85.9 (18.) 83.7 (23.2) 
1 - 2  92.9 (12.5) 79.3 (21.7) 86.0 (18.) 83.7 (23.) 
3+  92.3 (14.0) 80.7 (22.1) 85.2 (19.9) 82.8 (23.3) 
Ambulatory care visits  
0  90.6 (14.7)* 75.5 (24.9) 82.9 (19.8)** 82.0 (23.8) 
1 – 4 92.6 (13.7) 78.4 (22.7) 85.6 (18.6) 83.5 (23.3) 
5+  93.1 (12.5)* 79.3 (21.8) 86.1 (18.0)+ 83.7 (23.1) 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
 
Table 31. Satisfaction Among Children, by Level of Health Service Utilization – 
Organizational Features of Care 
 Access 
__(N=6,747)__ 
Visit Continuity 
__(N=6,908)__ 
Clinical Team 
__(N=4,835)__ 
Office Staff 
__(N=7,019)_ 
Type of care Mean (SD) Mean (SD) (SD) Mean (SD) 
Hospitalizations      
0  80.5 (18.4) 81.3 (25.0)* 84.0 (18.1) 87.2 (19.6) 
1  79.3 (21.9) 80.2 (27.3) 82.3 (19.9) 88.3 (19.1) 
2+  79.3 (19.3) 70.3 (28.8)*** 81.4 (21.0) 86.6 (20.4) 
ED visits  
0  80.6 (18.4) 81.5 (25.0) 84.4 (17.8)* 87.3 (19.5) 
1 - 2  81.1 (18.0) 81.1 (25.2) 83.5 (18.7) 87.3 (19.4) 
3+  78.8 (19.8)* 79.4 (25.9)* 82.2 (19.3)* 86.9 (20.7) 
Ambulatory care visits  
0  77.0 (20.7)** 80.5 (26.6) 84.3 (16.4) 84.4 (22.2)* 
1 – 4 79.4 (18.9)** 82.2 (25.2) 84.3 (18.1) 86.6 (19.9)+ 
5+  81.1 (18.2)*** 80.8 (25.1) 83.8 (18.3) 87.7 (19.3)** 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
 
  
                                                                          In-Depth Analyses of the MassHealth MHQP Member Experience Survey Data | 88 
Final Report - October 2011  
Appendix D.4 Socio-Demographic Characteristics 
Table 32. Satisfaction Among Children with Selected Socio-Demographic 
Characteristics – Doctor-Patient Interactions 
  Communication 
 __(N=6,904)__ 
Integration 
__(N=2,300)__ 
Knowledge of pt.
__(N=6,866)__ 
Health promotion
__(N=6,586)__ 
Characteristic Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Child age (years) 
< 2 93.7 (12.1)+ 79.7 (22.5) 87.2 (16.8)* 87.3 (19.0)*** 
2-4  92.8 (12.7) 77.9 (22.6) 85.6 (18.1) 84.2 (21.7) 
5-9  92.8 (12.8) 78.1 (22.2) 85.5 (18.3) 83.8 (22.8) 
10-14  93.0 (13.2) 79.6 (22.3) 86.5 (18.5)+ 84.5 (23.3)+ 
15-18 92.5 (13.5) 80.1 (21.2) 85.1 (18.6)* 79.3 (26.7)*** 
Child gender 
Male  92.9 (13.0) 79.1 (22.1) 85.9 (18.0) 83.6 (23.0) 
Female  92.8 (12.9) 78.9 (22.1) 85.9 (18.5) 83.6 (23.4) 
Child race and ethnicity 
White  94.4 (11.3)*** 80.6 (21.)*** 87.5 (16.9)*** 84.5 (22.4)*** 
Black  91.3 (14.6)** 79.1 (22.9) 83.4 (20.6)*** 85.0 (22.3)+ 
Hispanic  92.5 (13.2) 78.4 (23.1) 85.6 (18.3) 83.1 (23.2) 
Other  88.7 (15.2)*** 74.5 (21.5)* 81.6 (19.7)*** 79.5 (26.8)*** 
Missing 89.3 (18.0)* 80.8 (17.4) 85.5 (20.9)* 84.3 (22.6) 
Child language         
English 94.2 (11.5)*** 80.0 (21.4)** 87.2 (17.3)*** 85.1 (22.)*** 
Spanish  91.5 (13.9)** 77.3 (23.9) 84.4 (18.9)* 80.7 (25.0)*** 
Other  87.1 (17.)*** 74.0 (23.4)** 79.4 (19.9)*** 78.1 (26.4)*** 
Missing 90.1 (15.3)*** 78.2 (22.) 83.6 (20.5)*** 81.3 (24.9)** 
Respondent age (years)      
18-24 90.6 (14.5) 74.5 (19.3) 83.7 (20.4) 79.7 (25.8) 
25-34 91.7 (13.9)* 75.6 (26.5) 83.7 (19.1)** 82.5 (23.5) 
35-44 93.3 (12.3)* 78.7 (21.6) 86.1 (18.1) 85.3 (21.4)*** 
45-54 92.7 (13.0) 80.0 (21.4)+ 85.6 (18.2) 83.5 (23.5) 
55+ 93.2 (13.3) 79.0 (22.5) 86.8 (18.0)** 81.8 (24.9)** 
Respondent gender      
Male 93.1 (12.8)*** 79.1 (22.1) 86.0 (18.3) 83.9 (23.0)*** 
Female 90.9 (14.0) 77.6 (21.7) 84.6 (17.9) 80.1 (25.2) 
Respondent education         
8th grade or less 88.8 (15.4)*** 80.4 (24.1) 83.6 (20.5)* 79.3 (26.4)*** 
Some HS  91.4 (14.5)** 75.5 (25.6)* 84.8 (19.6) 83.2 (24.1) 
HS grad/GED  93.5 (12.4)** 81.6 (20.4)*** 86.8 (17.3)*** 84.2 (22.7) 
Some college or 
2-yr degree  
93.5 (12.3)*** 78.3 (21.9) 86.1 (18.1) 84.6 (22.4)** 
4-yr college grad  92.1 (13.8) 76.3 (20.3) 84.0 (18.9)* 82.0 (22.8) 
> 4-yr college  93.8 (11.1) 78.8 (21.6) 86.0 (17.6) 80.4 (25.0)* 
Residential county         
Barnstable  94.3 (11.7)** 76.6 (25.3) 86.8 (17.7) 85.5 (21.9) 
Berkshire  93.6 (11.9) 81.9 (19.9) 85.1 (16.9) 80.7 (24.7)* 
Bristol  93.8 (12.0)* 80.2 (22.0) 87.1 (16.9)* 85.8 (21.7)** 
Dukes1  n/a  n/a  n/a  n/a  
Essex  91.8 (13.6)* 76.8 (22.9) 84.3 (19.4)* 81.0 (25.0)** 
Franklin  93.6 (12.0) 77.5 (19.5) 84.8 (18.8) 79.0 (24.6)* 
Hampden  93.5 (12.3) 78.4 (22.4) 87.3 (17.3)** 85.0 (22.1)* 
Hampshire  95.8 (8.4)*** 83.8 (18.4) 88.1 (15.8) 87.7 (18.2)* 
Middlesex  92.3 (13.5) 80.2 (21.7) 85.8 (18.1) 83.7 (22.5) 
Nantucket1  n/a  n/a  n/a  n/a  
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  Communication 
 __(N=6,904)__ 
Integration 
__(N=2,300)__ 
Knowledge of pt.
__(N=6,866)__ 
Health promotion
__(N=6,586)__ 
Characteristic Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Norfolk  91.5 (13.7) 77.9 (24.2) 84.7 (18.9) 82.2 (23.5) 
Plymouth  92.7 (13.6) 79.4 (20.9) 86.4 (17.7) 85.1 (24.1)+ 
Suffolk  90.5 (14.8)*** 81.2 (20.2) 82.9 (20.1)*** 82.9 (22.8) 
Worcester  93.2 (12.8) 78.2 (22.9) 85.4 (19.1) 81.7 (24.3)* 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Cell sizes too small to report 
Table 33. Satisfaction Among Children with Selected Socio-Demographic 
Characteristics – Organizational Features of Care 
 Access 
__(N=6,747)__ 
Visit Continuity 
__(N=6,908)__ 
Clinical Team 
__(N=4,835)_ 
Office Staff 
__(N=7,019)_ 
Characteristic Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Child age (years) 
< 2 81.4 (18.4) 82.8 (23.8)+ 81.6 (19.9)** 86.0 (20.5)+ 
2-4  81.7 (17.8)** 80.2 (25.0)   82.7 (19.1)* 86.6 (19.8) 
5-9  80.3 (18.6) 81.2 (24.9) 84.2 (17.5) 87.1 (19.6) 
10-14  79.8 (18.9) 81.5 (25.5) 85.4 (17.4)** 88.2 (19.1)* 
15-18 79.7 (18.6)+ 80.9 (25.7) 84.5 (18.) 87.6 (19.6) 
Child gender 
Male  80.7 (18.4) 80.8 (25.2) 84.0 (18.1) 87.8 (19.0)* 
Female  80.3 (18.6 81.5 (25.1) 83.8 (18.3) 86.7 (20.2) 
Child race and ethnicity 
White  83.6 (15.6)*** 81.8 (23.8)** 86.3 (16.9)*** 89.7 (17.3)*** 
Black  77.4 (20.1)*** 81.2 (25.7) 82.8 (18.6)+ 84.9 (21.6)** 
Hispanic  78.4 (20.1)*** 80.9 (26.5) 81.8 (19.0)*** 86.2 (20.2)** 
Other  74.7 (21.5)*** 79.5 (25.7) 80.2 (19.6)*** 82.0 (23.2)*** 
Missing 80.1 (19.0) 82.1 (27.5) 79.8 (20.8)+ 81.3 (25.5)** 
Child language         
English  82.4 (16.9)*** 81.6 (24.2)** 85.7 (17.2)*** 88.8 (18.3)*** 
Spanish  76.8 (20.9)*** 80.9 (27.6) 79.8 (19.2)*** 84.9 (20.7)*** 
Other  74.5 (21.9)*** 80.3 (27.3) 78.3 (19.6)*** 80.1 (24.1)*** 
Missing 75.9 (20.8)*** 79.5 (26.9)** 80.4 (20.3)*** 84.6 (21.3)*** 
Respondent age (years)      
18-24 73.2 (21.2)*** 75.1 (32.6) 75.7 (21.0)** 80.1 (24.5)* 
25-34 78.7 (19.4)* 79.7 (25.7) 79.5 (21.2)*** 83.8 (22.1)*** 
35-44 80.8 (18.6) 80.9 (25.1) 83.1 (18.3)+ 86.4 (20.2)* 
45-54 80.1 (18.6) 81.0 (24.9) 84.8 (17.1)** 87.5 (19.1) 
55+ 81.6 (17.7)** 82.6 (24.8)** 85.8 (17.7)*** 89.5 (18.2)*** 
Respondent gender      
Male 80.5 (18.5) 81.2 (25.2) 83.9 (18.3) 87.3 (19.6) 
Female 80.1 (18.5) 80.8 (25.1) 84.4 (17.3) 86.9 (19.6) 
Respondent education         
8th grade or less 75.9 (20.8)*** 76.6 (30.8)** 79.2 (21.4)*** 84.2 (23.0)* 
Some HS  78.3 (20.0)** 78.9 (27.7)* 81.9 (19.2)** 86.3 (20.9) 
HS grad /GED  80.7 (18.5) 81.7 (25.0) 84.6 (17.4)* 88.7 (18.4)*** 
Some college or 
2-yr degree  
81.5 (17.7)*** 82.1 (23.3)** 84.3 (18.3) 87.0 (19.7) 
4-yr college grad  80.3 (17.6) 80.9 (24.7) 83.4 (18.3) 86.0 (19.6) 
> 4-yr college  82.5 (17.9)+ 82.1 (24.8) 86.4 (15.5)* 88.2 (18.2) 
Residential county         
Barnstable  84.5 (15.0)*** 82.5 (24.8) 88.7 (14.9)*** 86.6 (20.4) 
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 Access 
__(N=6,747)__ 
Visit Continuity 
__(N=6,908)__ 
Clinical Team 
__(N=4,835)_ 
Office Staff 
__(N=7,019)_ 
Characteristic Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Berkshire  83.3 (14.3)* 88.1 (18.1)*** 84.5 (16.8) 91.6 (15.6)*** 
Bristol  78.7 (17.5)** 80.5 (25.3) 84.8 (17.7) 89.7 (17.8)*** 
Dukes1 n/a  n/a  n/a  n/a  
Essex  78.5 (19.1)** 80.3 (25.6) 82.2 (18.7)+ 85.0 (21.3)** 
Franklin  82.2 (16.4)+ 88.9 (20.1)*** 87.3 (14.4)* 90.1 (14.4)** 
Hampden  81.2 (17.9) 81.7 (25.1) 83.8 (18.2) 89.2 (17.8)*** 
Hampshire  86.5 (14.3)*** 84.8 (21.4)+ 87.0 (15.3) 90.6 (16.1)* 
Middlesex  83.0 (18.9)*** 77.8 (27.5)** 83.7 (19.4) 87.4 (18.9) 
Nantucket1  n/a  n/a  n/a  n/a  
Norfolk  78.5 (19.4)+ 81.0 (25.5) 83.5 (19.2) 85.4 (20.4) 
Plymouth  82.6 (16.7)** 79.7 (25.4) 85.2 (17.7) 89.9 (17.8)*** 
Suffolk  72.2 (22.7)*** 80.0 (27.4) 78.8 (19.0)*** 79.2 (23.7)*** 
Worcester  80.8 (19.1) 82.0 (23.6) 83.7 (18.6) 85.3 (21.1)** 
+Significant at p<0.10     *Significant at p<0.05     **Significant at p<0.01     ***Significant at p<0.001  
1Cell sizes too small to report 
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Appendix E Composites and Internal Consistency 
The following tables present analyses of the reliability coefficient (i.e., Cronbach’s alpha) 
as well as item-to-scale correlation coefficients for all adult and pediatric composite 
measures. To assess the reliability of each composite measure in the survey, we 
calculated internal consistency coefficients for each adult and child composite. These 
coefficients summarize the extent to which all survey items included in a composite were 
associated with each other. Higher values (e.g., 0.70 or 0.80) indicate greater internal 
consistency reliability. The item-to-scale coefficients help to understand individual items 
association with the overall composite.  
The tables below also show that each composite has complete information for a subset 
of respondents. Only cases in which all items were answered can be used to calculate 
the alpha coefficient. For example, even though more than 5,000 adults answered each 
of the 6 items in the Communication composite, only 4,862 answered all 6 items. The 
Communication composite was extremely reliable, for example, with Cronbach’s alphas 
of 0.93 and 0.87 for adult and pediatric measures, respectively. 
 
Table 34. Doctor-Patient Interaction – Composites and Internal Consistency 
Composite ADULT PEDIATRIC  
Communication: 
How well doctors communicate with patients =0.93; n=4862 =0.87; n=4888 
 Explanations were easy to understand n=5790; r=0.76 n=6956; r=0.69 
 Listened carefully n=5792; r=0.84 n=6948; r=0.72 
 Showed respect for what patient had to say n=5753; r=0.80 n=6853; r=0.68 
 Spent enough time with patient n=5746; r=0.75 n=6825; r=0.62 
 Gave clear instructions about care for health problems 
or symptoms n=5019; r=0.83 n=5062; r=0.72 
 Gave clear instructions about what to do if symptoms 
got worse or came back n=5004; r=0.76 n=5043; r=0.61 
NOTES: n=total number of responses, r=item-scale correlation, corrected for overlap, 
=Cronbach’s internal consistency reliability coefficient for the entire composite. 
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Table 35. Quality of Physician-Patient Interaction – Composites and Internal 
Consistency 
Composite ADULT PEDIATRIC  
Integration of Care: 
How well doctors coordinate care =0.61; n=3141 =0.54; n=1398 
 Followed-up to give test results n=4732; r=0.44 n=2952; r=0.38 
 Informed about patient’s specialist care n=3493; r=0.44 n=2275; r=0.38 
Knowledge of Patient: 
How well doctors know their patients =0.79; n=5638 =0.69; n=6735 
 Knew important information about medical history n=5751; r=0.65 n=6822; r=0.52 
 Knows patient as a person, values and beliefs n=5713; r=0.65 n=6790; r=0.52 
Health Promotion: 
How well doctors give preventive care and advice =0.75; n=5485 =0.72; n=3502 
 Discussed exercise or physical activity n=5733; r=0.62  
 Discussed worry or stress n=5705; r=0.60  
 Discussed depressed feelings n=5649; r=0.50  
 Preventive care reminders to patient n=5735; r=0.37 n=6839; r=0.40 
 Discussed healthy diet and healthy eating habits n=5741; r=0.58 n=4942; r=0.60 
 Discussed growth and development  n=6413; r=0.42 
 Discussed safety  n=6864; r=0.46 
 Discussed behavior  n=4249; r=0.58 
NOTES: n=total number of responses, r=item-scale correlation, corrected for overlap, 
 =Cronbach’s internal consistency reliability coefficient for the entire composite. 
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Table 36. Organizational/Structural Aspects of Care – Composites and Internal 
Consistency 
Composite ADULT PEDIATRIC 
Access: 
 Getting timely appointments, care, and information 
=0.87; n=897 
 
=0.82; n= 1540 
 
 Appointment for care needed right away n=4087; r= 0.70 n=4725; r=0.63
 Appointment for a check-up or routine care when 
needed n=4981; r=0.72 n=6471; r=0.60
 Answer to questions on the same day n=3289; r=0.70 n=4186; r=0.61
 Needed help or advice needed after regular office 
hours n=1191; r=0.66 n=2040; r=0.58
 Taken to exam room within 15 minutes of appointment 
time n=5790; r=0.62 n=6964; r=0.56
 Once in the exam room, seen within 15 minutes n=5793; r=0.67 n=6955; r=0.59
Visit-based Continuity: 
Seeing your own doctor   
 See regular PCP, not a nurse or other provider from the 
doctor’s office n=5761 n=6919 
Clinical Team: 
Getting quality care from other doctors and nurses in 
the office 
=0.88; n=3601 =0.86; n=4750 
 Regarding other doctors and nurses:   
 Explanations were easy to understand n=3684; r=0.69 n=4832; r=0.64
 Have information to correctly diagnose and treat 
problems n=3660; r=0.78 n=4820; r=0.75
 Spent enough time with patient n=3668; r=0.76 n=4822; r=0.74
 Rating of care performed by other doctors and nurses n=3670; r=0.76 n=4815; r=0.72
Office Staff: 
Getting quality care from front-office staff in the 
doctor's office 
=0.87; n=6036 =0.86; n=6985 
 Front-office staff are helpful  n=6061; r=0.77 n=7008; r=0.76
 Front-office staff treat patient with courtesy and respect n=6065; r=0.77 n=7007; r=0.76
NOTES: n=total number of responses, r=item-scale correlation, corrected for overlap, 
 =Cronbach’s internal consistency reliability coefficient for the entire composite. 
 
Results 
Communication & Front Office Staff composite measures worked extremely well in 
terms of internal consistency reliability. The two-item front office staff measures for 
adults and children had correlations of > 0.86. As shown above, the communication 
items for both adults and children worked very well as a composite. The internal-
consistency reliability coefficient (alpha) was > 0.85 for both 6-item composites. 
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Knowledge of Patient questions were moderately reliable as composite measures 
(alpha=0.79 for adults and 0.68 of children). The Health promotion composite was 
moderately reliable for adults (alpha=0.75, n=5,485) as well as for children (alpha=0.72). 
However, due to the high prevalence of items that were not answered by children’s 
respondents, the overall internal consistency coefficient was calculated based only on 
slightly more than one half of respondents (n=3,502). 
The Access measure was a 6-item composite that appeared to have high internal 
consistency (alpha=0.87 for adults and 0.82 for children). However, including survey 
items related to “answer to questions, same day” and “needed help after hours” dropped 
the number applicable quite a bit. In other words, complete information to assess 
reliability was available only for a subset of respondents. The half rule, however, 
overcame this deficiency though it did mean that the composite score was not based on 
the same items for everyone. In fact, the item for “needing help after hours” had a very 
small number of respondents. 
The Clinical Team composite had very good internal consistency for both adults and 
children (alpha=0.88 for adults and 0.86 for children). However, it did suffer from the 
subset problem (n=3,601 for adults and 4,750 for children). This measure applied to 
those patients who saw other providers. Hence, it made sense that it was not universally 
applicable. 
Integration of Care had two items (“followed up on test results” and “informed about 
patients’ specialist”) that exhibited weak internal consistency (< 0.61). These items did 
not make an adequate composite measure. Moreover, they applied to different groups of 
patients and only applied to a subset of respondents. Thus, the two items were analyzed 
separately for the multivariate regression analyses reported in the Results section in the 
main report. 
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Appendix F Example of Age-Squared  
CHPR conducted its analyses using the continuous form of the variable (age in years) 
and tested whether there was a linear or non-linear relationship between age and the 
outcome variable by including both age in years, and the age in years, squared. If the 
square of age was not statistically significant, CHPR concluded that the relationship was 
linear and removed the squared term from the equation. In other words, each additional 
year of age had the same effect on the odds of the outcome as the year before. 
However, if the squared term was statistically significant, it remained in the model. This 
allowed the effect of each additional year in age upon the outcome to vary for people of 
younger and older ages. 
If the result was a positive main variable (odds ratio > 1.00) and a negative square (odds 
ratio <1.00), it indicated that the odds increased with age (for example) at a decreasing 
rate. Plotted, the relationship between age and the dependent variable looks like an 
upside down U or at least the first half. So, as you get older, your odds increase but 
eventually, the effect is smaller with each additional year and the effect may level off or 
even begin to fall at older ages.  
If the result was a negative main variable and a positive square, it will be a U-shaped 
curve. That is, the odds fall with age but at a decreasing rate. At higher ages, the effect 
levels off and may eventually even become positive (increasing with age, the second 
half of the U).  
In the example below the main variable (age in years) was negative (O.R. = 0.93)  and 
the square (age in years, squared) was positive (O.R. = 1.00). This meant that an 
increase of one year in age was associated with a significantly less positive response on 
rating health as good to excellent, or the odds of the respondent rating their health as 
good to excellent decreased at a decreasing rate. In other words, as respondents got 
older, the odds of rating their health as good-excellent decreased but each year had a 
slightly smaller negative effect on health rating than did the prior year. The age that 
minimized the odds of rating health as good to excellent was 65 years. 
 
Table 37 Adjusted Odds of Reporting Good-Excellent Health 
  
 
 
 
*Significant at p<0.05 
 
 
Health Rated  
Good-Excellent 
 Variable Mean SD Odds Ratio 
Age, years 41.7 12.6 0.93 * 
Age, years squared 1.00 * 
Age that maximizes (or 
minimizes) odds 65.0 
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Figure 1. Odds of Reporting Good-Excellent Health with Rising Age 
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Appendix G Administrative Data Codes 
Algorithm to Identify Substance Use Disorders 
Members who met the following criteria were identified as having a substance use 
disorder diagnosis: 
 Alcohol: at least one diagnosis with an ICD-9 code set to '291', '303', '3050', 
'5353', '5710', '5711', '5712', '5713', '292', '304', '3052', '3053', '3054', '3055', 
'3056', '3057', '3058', '3059', or '6483' on any inpatient, outpatient, physician or 
medical services claim 
 Drugs: at least one diagnosis with an ICD-9 code set to ‘292’, ‘304’, ‘3052-3059’, 
or ‘6483’ 
Algorithm to Identify Mental Health Disorders 
Members who met the following criteria were identified as having a mental health 
disorder diagnosis: 
 Bipolar disorders: at least one diagnosis with an ICD-9 code set to '2960', '2961', 
'2964', '2965', '2966', '2967', '2968', or '2969' on any inpatient, outpatient, 
physician or medical services claim 
 Schizophrenia/paranoid disorders: at least one diagnosis with an ICD-9 code set 
to '295' or ‘297’ on any inpatient, outpatient, physician or medical services claim 
 Depression: at least one diagnosis with an ICD-9 code set to '2962', '2963', 
'2980', '3004', '3090', '3091', or '311' on any inpatient, outpatient, physician or 
medical services claim 
 Anxiety disorders: at least one diagnosis with an ICD-9 code set to '3000' on any 
inpatient, outpatient, physician or medical services claim 
 Other mental illness: at least one diagnosis with an ICD-9 code set to ‘2981-
2989’, ‘3001-3003’, ‘3004’ ‘3005-3009’, ‘301’, ‘302’, ‘306- 308’, ‘3092-3099’, or 
‘312-316’ on any inpatient, outpatient, physician or medical services claim 
 
Algorithm to Identify Smoking Status 
Members who met the following criteria were identified as smokers:  
 At least one diagnosis with an ICD-9 code set to ‘305.1’ (tobacco use disorder, 
tobacco dependence) or ‘649’ (tobacco use disorder complicating pregnancy, 
childbirth, or the puerperium); or  
 At least one HCPCS code set to ‘G0375’ (smoking and tobacco use cessation 
counseling visit – intermediate, > 3 minutes up to 10 minutes) or ‘G0376’ 
(smoking and tobacco use cessation counseling visit – intensive, ≥ 10 minutes) 
on any inpatient, outpatient, physician or medical services claim 
 
Algorithm to Identify Domestic Violence 
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Members with at least one claim with the following ICD_9 codes were determined to 
have experienced an episode of domestic violence:  
 'V6111', 'V6112', 'V154', 'E9671', 'E9673', 'E9679', 'E960', 'E961', 'E962', 'E963', 
'E964', 'E965', 'E966', 'E968', 'E9040', 'E98', '99580', '99581', '99582', '99583', 
'99584', or '99585' 
Algorithm to Identify a Hospitalization 
A hospitalization was defined as: 
  (inv1 and serv_prov_type (70,71,72.73)). 
Algorithm to Identify an Ambulatory Care Visit 
An ambulatory care visit was defined as: 
  (revenue code ('510' '511' '519' '520' '521' '523' '529' '960' '982' '983') OR 
procedure code ('99201' '99202' '99203' '99204' '99205' '99211' '99212' '99213' 
'99214' '99215' '99241' '99242' '99243' '99244' '99245' '99301' '99302' '99303' 
'99304' '99305' '99306' '99307' '99308' '99309' '99310' '99311' '99312' '99313' 
'99321' '99322' '99323' '99324' '99325' '99326' '99327' '99331' '99332' '99333' 
'99334' '99335' '99336' '99337' '99341' '99342' '99343' '99344' '99345' '99347' 
'99348' '99349' '99350' '99381' '99382' '99383' '99384' '99385' '99386' '99387' 
'99391' '99392' '99393' '99394' '99395' '99396' '99397' '99401' '99402' '99403' 
'99404' '99411' '99412' '99420' '99429' '99431' '99432' '99499' 'T1015' '99050' 
'99052' '99051' '99053' '99054' 'X5555' 'X5556' '59400' '59510' '59610' '59618' 
'T1023' 'S0221' 'S0220' ‘S0610','S0612', or 'S0613') OR any diagnosis ('V202' 
'V700' 'V703' 'V704' 'V705' 'V706' 'V708' or  'V709')) AND (place of service 
(‘03’,’05’,’08’) or serv_prov_type=84).  
Algorithm to Identify an Emergency Room Visit 
ED visits were defined as: 
 (inv3 AND (revenue code ('450' '451' '452' '453' '454' '455' '456' '457' '458' '459' 
or '981') OR procedure code ('99281' '99282' '99283' '99284' or '99285') OR 
(procedure code ('T1023' or 'X5911') AND place_of_svc='05'))) OR (procedure 
code ('99281' '99282' '99283' '99284' or '99285') or (procedure code  ('T1023' or 
'X5911') and place_of_svc='05'))). 
 
 

  
 
 
 
 
 
For more information, please 
contact Melissa Atherton at 
melissa.atherton@umassmed.edu 
or (508) 856-8524. 
 
